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SALUTATION FROM PRESIDENT MORROW 


To Members of the California Medical Association— 


Greetings: 


I salute you in the name of our profession and extend to you a 
very cordial invitation to attend the sixty-seventh annual session of 
your Association in Pasadena, May 9g to 12. 

Our annual session affords the opportunity for every member to 
acquire information upon medical progress by hearing the presenta- 
tions and discussions of competent clinicians and teachers. In addi- 
tion, there are the inspiration and pleasure of meeting one’s friends, 
forming new acquaintances, and engaging in the scheduled social 
functions. The personal benefits received more than compensate for 
the time spent in attending. A careful reading of the announce- 
ments, therefore, should induce you to plan to be present, and 
I sincerely trust that you will come. 

At this time, I desire to officially extend expressions of apprecia- 
tion to the section officers and speakers for their labor and contri- 
bution of time in preparing and taking part in the scheduled program. 
The success, the benefits, and the good that attend this session will 
be largely due to their efforts. We are grateful for their services 
and codperation. 

Lastly, may I emphasize anew that your membership affiliation 
is one of your most valuable possessions. Your loyalty to your county 
and state medical organizations will materially enhance the results 
accruing to you as a member. I bespeak your continued interest and 
sustained support, to the end that our Association and its constituent 
units may meet the problems of the times, and formulate well con- 
sidered and directed solutions that will greatly help to secure public 
confidence and good will. We can lead, instead of being led. 


Cordially, 


Howarp Morrow. 
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EDITORIALS 


LOS ANGELES CONGRESSMAN WOULD 
INVESTIGATE THE AMERICAN 
MEDICAL ASSOCIATION 

California Newspapers Announce Another 
Possible Survey from Washington.—As stated 
in press dispatches from Washington to the Los 
Angeles Times, under date of April 10, Bon. 
Byron N. Scott of Long Beach, representing tl 
Eighteenth Congressiona! District, een’ ; a 
resolution in Congress “ calling for an investiga- 
tion of American Medical Association opposition 
to group medicine.” “He asked” (so the corre- 
spondent averred) “that a committee of five be 
appointed to investigate the local dispute [between 
the District of Columbia Medical Society ; Home 
Owners Loan Corporation ;* Group Health Asso- 
ciation], and to cover the campaigns of the Ameri- 
can Medical Association against group health 
organizations throughout the country.” Comment 
of similar nature appeared in the Long Beach 
Press-Telegram of April 9, which quoted Con- 
gressman Scott concerning medical society activi- 
ties in San Diego and San Francisco. 

* * * 


California Medical Association Members 
Should Read Congressman Scott’s Resolution. 
Weare able to print a copy of Congressman Scott's 
resolution, and suggest that all members take the 
time to read and study it—both its lines and be- 
tween the lines. The language which this Cali- 
fornia Congressman used in framing his resolution 
does not indicate an impartial approach to the 
matters he would have the House Committee 
study; and, taking into account the powers it is 
proposed to rest in such a committee, as given in 
the last paragraph of the resolution, it is not 
difficult to forecast the kind of report that might 
be elaborated. 


However, whether Congressman Scott of Long 
Beach will be able to persuade the House Rules 
Committee to place his resolution on the floor dur- 
ing the present session is not known, although the 
newspapers state that “he will seek a hearing be- 


fore the House Rules Committee.” 
* * * 


Implied Insinuations and Prejudgments.—!t 
is hardly necessary to add that members of the 
California Medical Association take little stock in 
some of the insinuations and criticisms implied 
in Congressman Scott’s resolution. The governing 
bodies of the California Medical Association and 
county medical societies in California know how 
little real warrant there is for an attitude and 
point of view such as that to which the Representa- 
tive from the Eighteenth District has consciously 
or unconsciously given expression, and the same 
thought must come to the members of the compo- 


+ Editorials on subjects of scientific and clinical interest, 
contributed by members of the California Medical As- 
sociation, are printed in the Editorial Comment column 
which follows. 


* For items concerning this, see CALIFORNIA AND WES :. 
ERN MEDICINE, as follows: December, 1937, on page 433; 
January, 1938, on page 4; February, 1938, on pages 149 and 
150. 
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nent county societies that make up the several 
constituent state medical organizations forming, 
collectively, our parent body, the federacy known 
as the American Medical Association. 


* * * 


Congressman Scott and the Metropolitan 
Water District.—In another investigation which 
Congressman Scott has taken up, concerning the 
Metropolitan Water District (which includes the 
cities and communities in Southern California that 
will bring the Colorado River water to the south- 
ern section of the State), the Los Angeles Evening 
Herald-Express of April 15 stated, among other 
things, in a prominently displayed article: 

Charging Congressman Scott with prejudging the issues 
involved in the strike, the Board’s reply pointed out that 
the Congressman, before he had given district officials an 
opportunity to answer his questions, proceeded, in the same 
letter, to accuse the district of not practicing collective 
bargaining. 

Here is additional evidence that in Congressman 
Scott we have a member of the House of Repre- 
sentatives with a penchant for “prejudging issues.” 
In any event, by these somewhat erratic activities, 
members of the medical profession in California 
are warranted in watching the career of the Hon. 
Byron N. Scott, who formerly taught school in 
Long Beach and who now, as a congressman, is 
engaged in tasks of quite a different nature. 

* * * 


Text of Congressman Scott’s Resolution.*— 


This singular resolution, calling for congressional 
investigation by a committee “(1) to inquire into 
the activities of the American Medical Association, 
state and county medical societies”’—(a provision 
broad enough to include, also, the California Medi- 
cal Association and its many component county 
societies )—follows : 


(copy ) 
SEVENTY-FirtH CoNncGress, THIRD SESSION 
House Reso.ution 452 
In the House of Representatives, March 28, 1938 


Mr. Scott submitted the following resolution, which was 
referred to the Committee on Rules and ordered to be 
printed : 

RESOLUTION 


Wuereas, Group hospitalization and medical care on a 
periodical prepayment basis are successfully rendering valu- 
able services throughout the United States; and 


Wuereas, The American Medical Association, various 
state and county medical societies, and the Medical Society 
of the District of Columbia have been actively opposing the 
plan and operation of Group Health Association, Incorpo- 
rated, and other similar groups organized as voluntary, non- 
profit associations for the purpose of protecting the health 
of their members ; and 


Wuereas, It has been charged that such opposition by 
the Medical Society of the District of Columbia has recently 


____ 


* Editor’s Note.—While these editorial comments were in 
the hands of the printer, we received a copy of the Bulletin 
of the San Diego County Medical Society in which was 
given an article that appeared in the April 5 issue of a 
Washington, D. C., publication, Labor. 

The information contained therein should be of interest 
to all members of the medical profession, and the item is 
printed in this issue of CALIFORNIA AND WESTERN MEDICINE, 
in its Special Articles department, on page 382. You are 
urged to read it. 
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jeopardized the health and even endangered the life of one 
or more employees of Federal agencies who are members 
of Group Health Association; and 

Wuereas, Members, officers, and employees of the 
American Medical Association and its affiliates, in corre- 
spondence, published articles, and statements, have mis- 
represented the activities, contractual relations, and policies 
of Group Health Association, Incorporated, with regard to 
its members, their physicians, and the public in a seemingly 
deliberate attempt to injure and destroy this association; 
and 

Wuereas, The Medical Society of the District of Co- 
lumbia has directed its members to refuse to enter into con- 
sultation with physicians employed by members of Group 
Health Association for the purpose of treating or advising 
Federal employees and their dependents who are members 
of such association, even though the physicians employed 
by the association are duly licensed to practice medicine in 
the District of Columbia; and 

Wuereas, It has been charged that certain hospitals 
in the District of Columbia have denied the use of their 
facilities to duly qualified physicians employed by members 
of Group Health Association, not upon the ground of lack 
of professional qualifications but for the reasons that such 
physicians are not members of the Medical Society of the 
District of Columbia or are employed by a group not ap- 
proved by said society; and 

Wuereas, Charges have also been made that certain 
hospitals in the District of Columbia have denied admission 
to persons, members of Group Health Association, for 
medical and surgical treatment by physicians of their own 
choosing, duly qualified and licensed, simply upon the 
ground that such physicians are not members of the Medical 
Society of the District of Columbia or are employed by a 
group not recognized by said society; and 

Wuereas, While a certain physician employed by mem- 
bers of Group Health Association has been expelled by the 
Medical Society of the District of Columbia from member- 
ship in said society upon the ground that he is engaged in 
the practice of medicine for members of Group Health As- 
sociation, other members of said society in good standing 
are permitted to engage in the contract practice of medicine 
with similar groups without question, all of which indicates 
that said society, by reason of prejudice and hostility against 
Group Health Association, is unjustly and possibly unlaw- 
fully discriminating against highly qualified, reputable, and 
duly licensed physicians employed by members of Group 
Health Association; and 

Wuereas, The American Medical Association and its 
affiliates, local medical societies throughout the United 
States, are taking action to exclude or expel from member- 
ship in such societies licensed and reputable physicians who 
have become professionally associated with codperative 
groups; and 

Wuereas, If such matters be true, the American Medical 
Association, its affiliates, and particularly the Medical So- 
ciety of the District of Columbia are acting in contravention 
of their charters, in violation of law and contrary to medi- 
cal ethics and sound public policy; and 


Wuereas, A preliminary study of the situation indicates 
that, through the prejudice and hostility of responsible 
groups within the American Medical Association, its affili- 
ates, and the Medical Society of the District of Columbia, 
interference with reasonable competition among physicians 
in the United States is occasioned, and indicates that the 
free choice of physicians by patients in need of medical care 
and attention is being denied, a situation which jeopardizes 
the life and health, well-being, and general welfare of the 
public throughout the United States and the District of 
Columbia; therefore be it 

Resolved, That the Speaker appoint a select committee 
of five members of the House and that such committee be 
authorized and directed (1) to inquire into the activities of 
the American Medical Association, state and county medi- 
cal societies, the Medical Society of the District of Co- 
lumbia, and of their officers and members against members 
of the medical profession, Group Health Association, In- 
corporated, and other codperative or contractual groups 
using the services of hospitals and physicians ; (2) to deter- 
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mine whether the American Medical Association, its affili- 
ates, the Medical Society of the District of Columbia, or 
any of them, are engaged in activities prejudicial and detri- 
mental to the health, life, well-being, and general welfare 
of the public throughout the United States and the District 
of Columbia; (3) to ascertain whether the activities of 
such organizations against Group Health Association, In- 
corporated, or other groups having similar objectives and 
physicians employed in behalf of such groups, are in vio- 
lation of law, in contravention of their charters, or contrary 
to medical ethics and sound public policy ; and (4) to report 
to the House the results of its investigation, together with 
such recommendations as it deems advisable. 


For the purposes of such investigation the committee, or 
any subcommittee thereof, is authorized to sit and act during 
the present Congress at such times and places, whether or 
not the House is in session, has recessed, or has adjourned ; 
to hold such hearings; to require the attendance of such 
witnesses by subpoena and the production of such books, 
papers, and documents by subpoena duces tecum; and to 
take such testimony as it deems necessary. Subpoenas shall 
be issued under signature of the chairman of the com- 
mittee or any member thereof designated by him and shall 
be served by any person designated by such chairman or 
member. 


RABIES IN CALIFORNIA 


Rabies in England and in California—Eng- 
land is practically free of rabies. Its measures on 
the importation of dogs, designed to prevent the 
introduction of rabies into the United Kingdom, 
are strictly enforced. By contrast, in California, 
and more particularly in the southern part of the 
state, especially in Los Angeles County, the inci- 
dence of rabies, not only as a disease of animals, 
but of human beings, is astonishingly large. Dur- 
ing the past year, several deaths of persons who 
were victims of rabid animals have been recorded 
in Los Angeles alone, a matter of more than tragic 
interest since all the particular victims of dog bites 
were unfortunate enough not to have taken the 
Pasteur treatment. 


Rabies first appeared in California in 1899, and 
in the past thirty-eight years more than twice that 
number of persons—eighty-six in all——have died 


from the disease. 
= * * 


Incidence of Rabies in Some California Coun- 
ties.—As regards rabies in dogs, Los Angeles 
leads the counties in the state with its record, dur- 
ing the past fifteen years, of 9,377 proved cases. 
Some of the other counties present the following 
figures: San Diego County, 643 cases; San Ber- 
nardino County, 277 cases; Imperial County, 244 
cases ; San Joaquin County, 253 cases ; and Fresno 
County, 226 cases. Alameda County is credited 
with 125 cases, but, much to its credit, San Fran- 
cisco has had only five cases. 

The above statistics show that the disease is 
well established in the southern part of California, 
and that it is traveling northward. 

S *. 


Rabies Among Animals Other Than Dogs.— 
Not only dogs, but other animals contract and 
communicate the disease, and it may be of interest 
to note that just at the time of this writing we are 
in receipt of a memorandum from the State Board 
of Public Health giving the following interesting 
intormation : 
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Human death from rabies, Kings County, reported on 
April 9, 1938. Man was bitten by cow three weeks ago: 
started treatment, and died. 


Cow’s head was sent to Stanford University, and _posi- 
tive laboratory findings were reported on April 9, 1938. 


In California, during the past fifteen years, 
rabies has been demonstrated in a total of 821 
lower animals, other than dogs, and of such in- 
stances a total of 319 were cows. The human case, 
above recorded, proves that even from such bovine 
and other animals there is danger. 


* * * 


State Board of Public Health Has Declared 
Quarantines.—Recently the State Board oi 
Public Health declared dog quarantines in Los 
Angeles City and Los Angeles County territories, 
and in Ventura County also. Concerning the Cali- 
fornia rabies quarantine laws (Section 2, Chapter 
369, Statutes of 1913), the State Board, in its 
initial promulgations, has no latitude, the Act 
making it necessary to place all dogs and cats under 
quarantine restraint on the premises of owners. 
Fortunately, the statute permits the Health Board, 
in its judgment (as warranted by investigation or 
later information), to modify these stringent pro- 
visions. Thus, since only 256 cats have been shown 
to have had rabies in California during the past 
fifteen years, the modified quarantines exempt 
that animal, but make it necessary that all dogs be 
confined on the premises of owners, with provision 
that they may be taken off the same, by persons 
over the age of fifteen, when led on leash. 


* * * 


Large Stray Dog Population of Los Angeles 
Is a Public Health Menace.—Los Angeles City 
is credited with an unlicensed stray dog population 
of 20,000 animals! It is, therefore, understandable 
why Los Angeles County should lead other coun- 
ties in the state as regards the prevalence of ani- 
mal rabies (more than 1,700 proved cases of rabies 
in dogs during the past year), and this, not by 
hundreds, but by thousands of cases. 


* * &* 


Improper Use of Dog License Fees in Los 
Angeles a Factor in the Incidence of Rabies in 
That County.—It is also of interest to know 
that Los Angeles City, during the past twenty 
years, has transferred about one million dollars 
from its dog license incomes to its general fund, 
for use on streets and other purposes! However. 
during the past year, the three human deaths re- 
ported from that metropolitan center, with all the 
resultant adverse publicity, may lead the city coun- 
cilmen and organizations such as the Chamber of 
Commerce to pay more attention to this public 
health problem, and induce the city fathers to 
spend such money received from dog owners in 
more carefully planned and continuous efforts to 
stamp out rabies in Los Angeles. The matter is 
quite as important as good streets, both to thie 
general public and especially to citizens so unfor- 
tunate as to contract this dread disease, rabies.” 
" * See CALIFORNIA AND WESTERN MEDICINE, April issue, on 


page 259, for other comments concerning rabies. Also in 
this issue, on page 391 
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Every County Medical Society Should Be 
Interested in This Public Health Problem.— 
To this problem, the Los Angeles County Medical 
Association, through formal resolutions, some time 
ago called the attention of the Board of Super- 
visors, the City Council and the Chamber of Com- 
merce; and, as a consequence, the health officers 
are now being given active support in their efforts 
to pick up the stray animals. The critical situation 
is one that is worthy of the attention of all health 
officers and county medical societies, not only in 
the southern, but in other parts of the state. Only 
by united, conjoint effort will it be possible to 
eradicate this distressing disease at this late day, 
and so prevent the spread of rabies to all parts of 
California and Pacific Slope states.* 


ANNUAL PRINTED REPORTS OF 
COUNTY HOSPITALS 


Original Purpose of County Hospitals.— 
County hospitals in California are institutions 
which ‘originally were brought into being in order 
to provide hospitalization and medical care for 
indigent citizens who were sick or injured, such 
service being rendered without cost; because, as 
“indigent” citizens, the patients were practically 
“bankrupt” citizens. In the last several years, 
under the stress of adverse economic conditions 
prevalent here and throughout the Union, the 
stipulations for admission have been broadened to 
include “medically indigent” citizens; that is, to 


include a group also called “partly indigent” citi- 


zens, who, after providing themselves and their 
dependents with roof coverage, clothing and food, 
are not in possession of additional financial re- 
sources adequate to meet the hospitalization ex- 
penses of unforeseen sickness and injury. For 
such “partly indigent” or “medically indigent” 
citizens, it has been specified recently that “in 
proportion to their means,” they shall repay to the 


counties a fair proportion of the cost of their 
care.? 
* * * 


Attending Staffs Whose Members Give 
Gratuitous Professional Service—In most of 
the county hospitals of California, members of the 
medical profession of the respective communities, 
acting jointly as attending staffs, give gratuitous 
service to patients. In the large Los Angeles 
County Hospital, for instance, with its more than 
2,600 bed patients, the attending staff consists of 
more than 500 physicians, surgeons and special- 
ists, nearly all of whom are members of the Los 
Angeles County Medical Association. It has been 
calculated that a conservative estimate of the 
money value of the professional services thus ren- 
dered by that group of physicians is in excess of 
two million dollars annually, a handsome sum, 
certainly, to donate to the taxpayers of Los An- 
geles County! 


+ For comments concerning the incidence of ‘Rabies in 
Wild Animals in California,” see in this issue, article in 
back advertising section, page 35. 


tSee CALIFORNIA AND WESTERN MEDICINE, February, 


1938, on page 108, for Item 8 of the Appellate Court de- 
cision in Kern County Hospital case. 
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Gratuitous Service Has Never Been Recog- 
nized Through Printed Annual Reports.—In 
spite of this generous gift of services, the pe- 
cuniary value of which has only recently been 
emphasized, the County of Los Angeles has never 
deemed the work done by these members of the 
medical profession as warranting the expense of 
a printed report! Year after year the medical 
board of the staff has passed resolutions asking 
for such a report; but, up to the present time, 
these requests have seemingly been lost or other- 
wise nullified somewhere en route to the Board 
of Supervisors—which latter body, in compliance 
with law, must specify all expenditures in its 
annual budget. Through all these years the report 
of the Medical Director of the Los Angeles County 
Hospital on the professional activities of the insti- 
tution’s staff has consisted of some unbound 
mimeographed sheets containing limited informa- 
tion of far less amount and character than that 
which for years has been annually brought out by 
hospitals throughout the United States, many of 
these remoter institutions being of far lesser size 


and resources. 
* * a 


Reports of a Salaried County Department.— 
By contrast, the annual report of the Health De- 
partment of Los Angeles County for the year 
ending June 30, 1937, is a neatly bound volume of 
115 mimeographed pages, although that depart- 
ment portrays therein only the activities of salaried 
employees. Which emphasizes, perhaps, the un- 
complimentary fact that nonsalaried physicians 
are just foolish enough to expect such a public 
presentation as a proper report of their gratuitous 
professional services! 


* * * 


A Contrary Example: The Printed Report 
of The Queen’s Hospital of Honolulu.—In this 
issue of CALIFORNIA AND WESTERN MEDICINE is 
given a letter from the former assistant superin- 
tendent of the Los Angeles County Hospital, who 
is now superintendent of The Queen’s Hospital 
in Honolulu. He sent us a copy of the seventy- 
eighth annual report of that institution, a book of 
sixty-two pages, and called attention to the fact 
that even in these recent years of depression The 
Queen’s Hospital has published annually its re- 
port on the year’s activities. 


* * * 


A Printed Report on Los Angeles County 
At a recent con- 

ference with the chairman of the Board of Super- 
visors of Los Angeles County, when his attention 
was called to the need of such a printed report, , 
and the treatment accorded to former requests, 
he assured us the desired provision would be made 
in this year’s budget. So now, it would seem 
that the effort kept up for years to have a yearly 
printed report is about to be crowned with suc- 
cess. Once started, then, in good time, a report 
really representative of the work of the attending 
staff may be regularly forthcoming in future years. 
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Every County Hospital in California Should 
Print a Yearly Report.—Mention is made of 
this Los Angeles County Hospital experience be- 
cause it is typical of what attending staffs in other 
county hospitals of California also face; on which 
account we would stress the thought : If the physi- 
cians of a county are generous enough to provide 
an attending staff for their county hospital, and to 
give to the indigent sick professional services of a 
value running into thousands of dollars, then the 
least that the boards of supervisors should do— 
as an expression of appreciation on the part of the 
taxpayers—would be to provide in their budgets 
(now, by the way, in the making for the next fiscal 
year) for printed reports on the professional work 
done. That, surely, is not too much to ask as a 
kindly return token of services willingly and gen- 
erously rendered. 

* * * 


County Medical Societies Should Join with 
Attending Staffs in Petitions for Yearly Printed 
Reports.—If, then, every county hospital in 
California brought off the press, each year, such 
a report, the cause of the public health in Cali- 
fornia would be materially helped; because de- 
tailed reports of that nature must shed much light 
on methods and problems of mutual interest, espe- 
cially to Californians. Every county medical so- 
ciety in California may well give this subject its 
early attention, codperating with members who 
are on attending staffs in petitions requesting its 
boards of supervisors to place this item on their 
county’s budget for the next fiscal year. The time, 
however, to act on this matter is now—while the 
budgets are being prepared! 


CALIFORNIA MEDICAL ASSOCIATION 
ANNUAL SESSION: MAY 9-12 


On Monday, May-9, the California Medical 
Association will convene at the Hotel Huntington 
in Pasadena to begin a series of meetings extend- 
ing over four days. These meetings and confer- 
ences will mark the sixty-seventh annual session 
of the Association. 

The April supplement of CALIFORNIA AND 
Western MepIcINeE gave the complete programs 
of General Meetings, Scientific Sections and 
House of Delegates; and printed also the “Pre- 
Convention Bulletin,” which contained the reports 
of officers and committees that will come up for 
consideration by the House of Delegates. That 
body meets on Monday and Wednesday evenings 
and members of the House should be in their seats 
by 8 o'clock, in order that the business may be 
promptly taken up. 

Transportation information concerning rail, 
motor and local car line routes to the Hotel Hunt- 
ington appeared on page 30. Members who arrive 
on southbound trains and who have not made other 
arrangements to leave the train at Glendale will 
probably find it much more convenient to detrain 
at the Southern Pacific station at Fifth and Cen- 
tral avenues, Los Angeles. Then, by way of street 
car or taxi, go to the Pacific Electric station at 
Sixth and Main streets, where “Pasadena via Oak 
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Knoll” cars may be boarded. All cars on this route 
have a regular stop at the Hotel Huntington 
grounds. 

A last thought: It is the hope of the officers of 
the Association that you will be among those who 
will register as “present.” You are urged to at- 
tend, if only for a part of the session. 


Other State Association and Component 
County Society News.—Additional news con- 
cerning the activities and work of the Cali- 
fornia Medical Association and its component 
county medical societies is printed in this issue, 
commencing on page 362. 


EDITORIAL COMMENT? 


THE MECHANISM OF INSULIN THERAPY 
IN SCHIZOPHRENIA 


Insulin therapy in schizophrenia promises to 
negate the previous markedly pessimistic outlook 
in dementia praecox. Yet there is almost no knowl- 
edge of the mechanisms involved. A number of 
theories have been suggested by Sakel himself, and 
by others, but little or no corroborative evidence 
is advanced for the different views. Because of 
this uncertainty, an investigation of the physiologic 
effects of insulin in relation to the therapeutic out- 
come appeals to us as being particularly pertinent. 


The physiologic aspects might be classified as 
follows: (1) primary functions, namely, glycogen 
storage and increased tissue oxidation; (2) low 
blood sugar, with its resultant deprivation of 
nourishment of the brain—here might also be con- 
sidered the effects of the compensatory epinephrin 
secretion said to occur in hypoglycemia ; (3) “shock 
effects” from prolonged aglycemia; and (4) sec- 
ondary effects from increased caloric intake, and 
improved intestinal absorption and assimilation, 
such as fat deposition. We shall concern ourselves 
at present chiefly with the first consideration. 


Clinically, one thinks of the action of insulin 
largely in terms of reduction of the blood sugar, 
since hypoglycemia is the outstanding effect in th« 
normal person. However, the hypoglycemia is a 
secondary rather than primary physiologic feature. 
The primary actions of insulin in the nonpathologic 
state are not absolutely established. Authorities 
state that insulin leads to the storage of glycogen 
in the liver and possibly in the muscles. There 
is some question of enhancement of oxidation in 
the peripheral tissues. These primary activities de- 
plete the blood stream of its sugar. Presumably, 
the initial functions are not abolished when hypo- 
glycemia is prevented by increased carbohydrate 
administration. 

The question comes to mind as to whether or not 
these primary functions are significant in insulin 

+ This department of CALIFORNIA AND WESTERN MEDICINE 
presents editorial comments by contributing members on 
items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invita- 
tion is extended to all members of the California Medical 
Association to submit brief editorial discussions suitable 


for publication in this department. No presentation should 
be over five hundred words in length. 
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therapy: will insulin, in the absence of hypogly- 
cemia, yield the same response as in its presence? 
This query has a practical implication. Treatment 
with the pancreatic hormone is at present very ex- 
pensive and, therefore, available to a comparatively 
small number, and it is also not without danger. 
If it could be shown that the hypoglycemia is not 
essential, the limitations of the treatment would be 
removed by the simultaneous administration of in- 
sulin with glucose or food. This problem is being 
investigated at the present time. 


One feature stressed in the literature discourages 
the supposition that there may be an extrahypo- 
glycemic factor of therapeutic potency in insulin 
treatment. It is stated that the results are best when 
the hypoglycemic coma is permitted to persist from 
three to five hours, instead of being terminated 
early. The accuracy of this observation is of ex- 
treme importance, but until definitely established 
under controlled conditions, should not be accepted 
with finality. We recall that when, prior to the days 
of shock therapy, small doses of insulin were ad- 
ministered to secure weight increase in psychotic 
patients, favorable effects on the mental state oc- 
curred at times. May not the more potent effects 
of shock therapy be due to the larger dosage of 
insulin utilized, rather than to “shock” or pro- 
longation of the hypoglycemia? In the investiga- 
tion of the role of insulin in the treatment of schizo- 
phrenia, extrahypoglycemic factors are worthy of 
consideration. 

2007 Wilshire Boulevard. 

EuGENE ZISKIND 
EsTHER SOMERFELD ZISKIND 
Douectas R. Drury 
Paut O. GREELEY 
Los Angeles. 


CONVALESCENT HOMES 


It is interesting to observe, after studying the 
problem of convalescent home facilities in Los 
Angeles County, that probably the chief reason 
why such facilities are not available, in sufficient 
number, is the fact that medical men are unaware 
of the value of such service and, consequently, have 
not made demands which would have produced the 
supply needed in their communities. 


The problem of convalescent care has been very 
thoroughly studied by the Councils of Social Agen- 
cies in various large cities in the United States, and 
a similar excellent study was made by the Com- 
mission under President Hoover, which studied 
especially the problems of children. In all of these 
surveys it has been the constant opinion of the in- 
vestigators that convalescent care, in a properly- 
equipped convalescent home, could be maintained 
at less than half the cost of a hospital bed. They 
were also consistent in finding that convalescent 
homes could be built for one-half the cost, per bed, 
compared to hospital beds. 


In a period when the care of the indigent sick 
has been such a tremendous burden to the states 
and society generally, it is remarkable that more 
attention has not been paid to the important sav- 
ings which might be made through convalescent 
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home care. The same fact is true in the private 
practice of medicine. Very often a patient who 
does not have adequate care at home can be cared 
for to great advantage in the convalescent home, 
both from the point of view of physical and mental 
well-being, at much less cost than in hospital. The 
need for such facilities is, of course, probably more 
apparent to the orthopedic surgeon because of the 
long convalescence required in many of his cases. 
Sut the fact remains that many patients in the gen- 
eral practice of medicine and surgery would be 
much happier if they could be in a well-equipped 
and well-run convalescent home, rather than hav- 
ing to serve the long period of convalescence in the 
more expensive hospital bed. 

A satisfactory convalescent home requires, of 
necessity, proper consideration of sanitation, easy 
mobilization of patients in case of fire, and recrea- 
tion and occupation facilities, while it should have, 
if possible, physiotherapy available in the institu- 
tion without requiring the patients’ return to some 
outside establishment for their follow-up treat- 
ment. 


The long convalescence required after fractures, 
especially in elderly people, is a thing which comes 
to mind particularly in considering what great ad- 

vantage might be served by conv alescent home 
care. These people are often very depressed by the 
fact of being disabled in their latter years, and the 
noises and outcries, which will be heard in any 
hospital, add greatly to the mental depression of 
such patients; whereas, a convalescent home, in 
which all the inmates have passed the point of 
suffering pain and where no acutely-ill person is 
met, either in the wards or in the recreation halls, 
is much more conducive to a happy frame of mind 
during the long months of recovery. These same 
months are much freer from worry if the cost to 
the patient can be reduced, which is, of course, the 
one most important thing the convalescent home 
can accomplish for the patient. 


The ideal convalescent home would be one in 
which the fire hazards were so low, and the possi- 
bility of moving bed and wheelchair patients so 
facile that care could be given where patients were 
confined to bed or wheelchair by plaster of Paris 
or other portable fracture apparatus. This mo- 
bility permits of change of scene and a chance of 
recreation for patients during their confinement, 
and social activities for both the ambulatory and 
bed patient. 


As medical men we should all be interested in the 
establishment of convalescent-home care. 
Orthopaedic Hospital. 


Harotp E. Crowe, 
Los Angeles. 


“Concentration of population and the vicissitudes of 
modern life demand the continuous development and per- 
petuation of scientific medicine. We must be adequately 
prepared not only to render individual professional service 
to individual patients, but to help solve the problems of the 
still undiscovered causes of many diseases. In a broad 


sense organized society perforce depends upon us for the 
preservation of public health, physical virility and mental 
power. This then is our burden in a chaotic era of chang- 
ing social philosophy.’ 


’"—_Cummer. 
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4” SELECTIVE COLLAPSE BY PARTIAL 
THORACOPLASTY * 


RECENT ADVANCES IN THE SURGICAL TREATMENT 
OF PULMONARY TUBERCULOSIS 


By Emre Hotman, M.D. 
AND 
Puiurp Prerson, M.D. 
San Francisco 


Discussion by Robert A. Peers, M.D., Colfax; Hans 


Schiffbauer, M.D., Los Angeles; F. M. Pottenger, M. D., 
Monrovia. 


N the care of unilateral tuberculosis, therapeutic 

collapse of the lung by pneumothorax, phrenic 
interruption and thoracoplasty is an accepted pro- 
cedure which no longer needs defense. The prob- 
lem is not, shall collapse be employed, but what 
form of collapse is indicated. Each type, begin- 
ning with pneumothorax, will often fall short of 
the expected result, and when the radical thora- 
coplasty has finally failed, the patient is usually 
abandoned to the tender mercies of God and to the 
medical phthisiotherapist. Such failures bring the 
radical measures into disrepute, and yet a closer 
scrutiny of these unsuccessful cases will occasion- 
ally reveal the possibility that other measures, or 
the same measures differently performed, would 
have effected a cure. Particularly is this true in 
the cases characterized by a large apical abscess. 
The routine thoracoplasty will frequently fail to 
obliterate such an abscess, and the ultimate death 
of the patient is recorded as an operative failure. 
It may be categorically stated, however, that unless 
every available measure to collapse a cavity has 
been utilized, an unsuccessful thoracoplasty must 
be considered a failure, not of the underlying 
principle, but of the manner of its application. 


*From the Departments of Surgery and Medicine, Stan- 
ford University Medical School. 

Read before the General Surgery Section of the Cali- 
fornia Medical Association at the sixty-sixth annual ses- 
sion, Del Monte, May 2-6, 1937. 


Fig. 1—Large thick-walled abscess incompletely closed by pneumothorax 
Patient is an arrested case. 


eleven ribs and eight transverse processes. 
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RESISTANCE OF APICAL ABSCESSES TO 
TREATMENT 


Several factors combine to make the apical ab- 
scess particularly resistant to all forms of therapy, 
medical and surgical. Destruction of the apical 
pulmonary tissue results in the formation of a 
“dead” space surrounded superiorly and laterally 
by the rigid thoracic cage and inferiorly by the 
floor of the abscess, which, made rigid by succes- 
sive deposits of fibrous tissue, is moored to the 
chest wall by unyielding adhesions. Expansion of 
healthy lung, which is the only tissue available for 
filling the dead space, is impossible against this 
rigid floor of the abscess; and inasmuch as the 
lateral walls are formed by an unyielding rib cage, 
some external aid must be provided if the cavity 
is to be obliterated. In selected cases “plombiering” 
has had its day of vogue, but additional experi- 
ences bring less, not more, confidence in its use. 
Moreover, its application is limited, and usually 
quite inappropriate for the type of abscess under 
discussion. Furthermore, a foreign body remains 
forever “foreign,” and nature attempts in every 
way to make its prolonged tenure within the body 
impossible—hence the difficulties of infection, oi 
local extrusion, and of evacuation through a 
bronchus. 


INADEQUATE OPERATIVE PROCEDURES 


In the obliteration of such cavities the complete 
paravertebral thoracoplasty, now “old-fashioned,” 
failed in a number of instances because of its tend- 
ency to displace an apical abscess downward into 
the paravertebral gutter. Here, protected anteri- 
orly by overhanging stumps of the first three ribs, 
it continued to be a source of trouble. The obvious 
correction was the complete removal of the upper 
three ribs from transverse process in back to costal 
cartilage in front. This, too, proved inadequate 
in some instances, primarily because the cavity was 
protected posteriorly along the vertebral bodies by 
the overhanging rib stumps and transverse proc- 
esses. The logical development was, therefore, a 
far more radical procedure, including as part oi 
the primary collapsing procedures, resection of the 
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Fig. 2.—Large thick-walled abscess closed by resection of nine ribs and of four transverse processes at the site 


of the abscess. Patient is well. 


transverse processes of the second, third, fourth, 
fifth, and possibly sixth vertebrae, the number de- 
pending upon the size of the cavity. Each candi- 
date for surgical collapse is studied with particu- 
lar reference to where the apical or peripherally 
placed abscess will lie after the thoracoplasty has 
been performed. Resection of the appropriate 
transverse processes over a large enough area to 
extend well above and below the compressed ab- 
scess in its new location is carefully determined 
and carried out (Figs. 1 and 2). This additional 
procedure adds somewhat to the operative trauma ; 
but if care is taken to divide ligaments and peri- 
osteum flush with the bony process by scalpel and 
sharp periosteal elevator, bleeding trom injured 


Br-ao-33s 


arrow. 
Patient is well. 


This intractable focus was completely closed by resection o 


vessels and shock from traumatized nerves are 
minimal. 

The resection of the transverse processes is of 
particular importance also in the revision of an 
inadequate or ineffective thoracoplasty. In such a 
revision, it is not sufficient to repeat an operation 
already proved inadequate. The cause for failure 
should be discovered and corrected. In one in- 
stance following two complete and one partial 
thoracoplasty in five stages, the paravertebrally 
situated abscess was still well protected by the 
overhanging transverse processes, resection of 
which led to complete collapse of the cavity and 
a cure of the disease (Fig. 3). Fortunately, de- 
spite the five previously ineffectual thoracoplasties, 


Fig. 3.—Two complete thoracoplasties and one partial thoracoplasty failed to collapse the cavity designated by 


transverse processes and regenerated rib. 
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Fig. 4.—Three thoracoplastic procedures failed to close a large cavity, remains of which can be seen just below 


the clavicle protected by transverse processes, by regenerated ribs and by stumps of ribs anteriorly. 
Elimination of cough and sputum, and apparent cure. 


elements led to closure of the cavity. 


this intelligent patient was convinced that collapse 
of the cavity was necessary for cure. 

In another instance the revision of a thora- 
coplasty, previously performed elsewhere in three 
stages, necessitated not only the resection of trans- 
verse processes, but also resection of the anterior 
stumps of the first, second, and third ribs to obliter- 
ate the cavity (Fig. 4). 

SPECIAL INDICATIONS 

Not infrequently, a localized apical abscess, 
though constituting the most intractable focus, is 
only part of a more generalized process involving 
ipsilateral and contralateral lobes. Under such cir- 
cumstances it is highly important to conserve as 


Fig. 5.—Bilateral apical abscesses with displacement of trachea and mediastinum to right. 


Resection of these 


much as possible of the uninvolved lung and of the 
already greatly reduced vital capacity. A complete 
unilateral thoracoplasty may be definitely contra- 
indicated because of bilateral disease and because 
too much healthy pulmonary tissue would be sacri- 
ficed thereby. Since surgical collapse of the apical 
abscess or dead space is absolutely imperative iif 
cure is to be effected, some form of partial thora- 
coplasty is indicated. This may involve, in certain 
instances, only a single operation (Fig. 5), consist- 
ing of complete resection of the upper three ribs 
from vertebral to sternal attachments. In other 
instances it may be necessary to perform, in ad- 
dition, a partial resection of the fourth, fifth, and 
possibly sixth ribs, including also resection of the- 
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Resection of upper 


three ribs resulted in closure of the right abscess and marked diminution of cavity on left by restoration of mediastinum 


to normal position with relaxation of apical tissues on left. 
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Large apical abscess, unsuccessfully treated by pneumothorax and incomplt 
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upper three ribs, is completely closed by the partial resection of additional four ribs, and pushing in of the scapula. 


The patient is well. 


transverse processes of the third, fourth, and fifth 
vertebrae ( Fig. 6). 

Occasionally the greatest obstacle to the maxi- 
mum benefit from such a partial thoracoplasty is 
the scapula. If only five ribs are resected, the 
scapula effectively prevents the complete falling in 
of the posterior thoracic wall. If only six ribs are 
removed, the lower angle of the scapula rides on 
the seventh rib, causing localized pain and elevation 
of the shoulder. The resection of seven ribs may 
be too formidable for patients with the type of 
general involvement under discussion, and the ad- 
ditional sacrifice of good lung and of vital capacity 
is unwarranted when the sole object is obliteration 
of an apical cavity. 

OPERATION : PARTIAL RESECTION OF 
THE SCAPULA 

Such reasoning led to the resection of the lower 
third of the scapula as an alternative procedure 
to resection of the sixth and seventh ribs (lig. 7). 
This resection is easily performed, with a minimum 
of bleeding, by an incision around the angle of the 
scapula, elevation of the periosteum and of the 
attached muscles by a broad sharp elevator, and 
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excision of the bone by rongeurs. Enough bone is 
removed to permit the scapula to fall easily into 
the space provided by resection of the upper five 
ribs. 

This operation of partial resection of the scapula 
for the collapse of an apical cavity may be done in 
one or two stages (Fig. 8). Following the com- 
plete resection of the upper three ribs and portions 
of the fourth and fifth, the menace of paradoxical 
respiration is always great, depending upon the 
thickness and rigidity of the parietal pleura. Ac- 
cordingly, if removal of the upper three ribs causes 
active paradoxical movement of the mobilized chest 
wall, the operation is terminated, and at the second 
stage, ten to fourteen days later, the fourth and 
fifth ribs, and occasionally the sixth, are partially 
resected together with the lower third or half of 
the scapula. If the paradoxical movements are only 
moderate, due to fibrous rigidity of the visceral 
and parietal pleurae, the operation may be com- 
pleted in one stage (Fig. 9). In fact, the falling in 
of the small, partially resected scapula may eftfec- 
tually prevent paradoxical respiration and may, 
therefore, permit completion of the operation in 


Fig. 7.—Bilateral tuberculosis with large left apical abscess completely closed by resection of five ribs and partial 
resection of scapula. Patient much improved, but still has tubercle bacilli in sputum. 
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Fig. 8.—Large apical abscess, incompletely closed by pneumothorax, closed by complete resection of upper three 
ribs, partial resection of fourth, fifth, and sixth ribs, and resection of lower third of scapula. Patient apparently cured. 


one stage. Further experience with the operation 
will be necessary to determine this point. 


SUMMARY 


Pulmonary tuberculosis is frequently character- 
ized by a large apical abscess, which forms the most 
intractable focus of the disease. Such an abscess 
must be closed, either by reéxpansion of good lung 
or by compression. There is no alternative—heal- 
ing will not occur unless closure of the cavity is 
effected. 


For such an abscess, localized selective collapse 
is preferable to the usual complete paravertebral 
thoracoplasty. A limited thoracoplasty may be 
necessary because of (1) bilateral involvement of 
lungs; (2) necessity for conserving good lung at 
the base; and (3) the abscess may be displaced 
rather than compressed by the old-fashioned para- 
vertebral procedure. 

Aids in effecting complete collapse of apical 
abscesses are: 

1. Complete resection of the upper three ribs 
from transverse process in back to costal cartilage 
in front. 

2. Resection of transverse processes over the 
site of the abscess. When thoracoplasty threatens 


to displace peripherally situated abscesses into the 
paravertebral gutter, resection of the transverse 
processes over the area likely to be occupied by the 
abscess in its new position is indicated. 


3. Resection of the lower third of the scapula, 
which permits more complete compression of the 
involved lung by the falling in of a scapula greatly 
reduced in size, and obviates the need for sacri- 
ficing good lung at the base. 


Revision of inadequate thoracoplasties for in- 
completely collapsed cavities should not be a repe- 
tition of previously ineffectual procedures, but 
should include resection of the transverse processes 
over the site of the abscess and, when necessary, 
resection of the anterior stumps of ribs through 
an anterior incision. 


In the presence of bilateral apical abscesses, a 
unilateral upper thoracoplasty may be effective in 
relaxing the opposite apex, thus providing better 
conditions for healing of both abscesses by one 
operative procedure. 

Thoracoplasty as a therapeutic measure should 
not be condemned or abandoned until the offend- 
ing cavity has been effectually and completely 


collapsed. 
Stanford University Hospital. 


Fig. 9.—Bilateral tuberculosis with large apical abscess closed by resection of four ribs and partial resection of 


scapula. 


Patient much improved, but still under sanatorium care. 
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DISCUSSION 


Rospert A. Peers, M.D. (Colfax).—Someone has said, 
“It was a brave man who first ate an oyster.” It was a 
braver man who first performed extrapleural thoracoplasty 
for the closure of cavities resistant to pneumothorax or 
other measures. That thoracoplasty has survived, and has 
become a recognized and important method of treatment 
where pneumothorax and other measures fail, is due, per- 
haps, as much to good fortune as to skillful surgery. Fortu- 
nately, in spite of what we know now to have been insuffi- 
cient removal of the proper constituents of the lung cage 
and what we realize was, at the time, too extensive surgery 
in the removal of parts of too many ribs, enough patients 
recovered from the shock of operation and a sufficient per- 
centage recovered their health to encourage surgeons to 
improve their technique and their surgical judgment. Had 
the mortality been higher and the percentage of recoveries 
smaller, what is now a very valuable adjunct to antituber- 
culosis treatment might have been lost forever or at least 
postponed for a long period. Herein, as noted, fortune 
played a hand. 

Experience showed that what often was needed was a 
multistage operation instead of a shock-producing one- 
stage attack. Experience also showed that the removal 
completely of a few of the upper ribs, together with the 
transverse processes, together with partial removal of two 
or more lower ribs, would result in success where failure 
was common when parts of many more ribs were removed. 
Doctors Holman and Pierson have explained why this is 
so. They have still further improved on the method by 
removal of part of the scapula where conditions indicate 
the advisability of this measure. As the-authors have 
pointed out, the plan of attack as outlined by them enables 
them to save much useful healthy pulmonary tissue. 

The author of this discussion can, from personal experi- 
ence, heartily endorse all that has been said by Doctors 
Holman and Pierson. With carefully selected cases, oper- 
ated on as outlined with individual surgical resources 
adapted to individual cases, we now have in thoracoplasty 
a means of saving many lives which were hopelessly doomed 
before the advent of this additional procedure of thoracic 
surgery. " 


Hans ScuirFsavuer, M.D. (520 West Seventh Street, 
Los Angeles).—I quite agree with the contents of Doctor 
Holman’s paper. More ill-advised and inadequate thoraco- 
plasty operations are being done than ever before, and 
many of these patients will have residual cavities which 
produce positive sputum. 

Many surgeons have felt that when a complete posterior 
thoracoplasty has been supplemented by some form of 
anterolateral resection of the remaining sections of ribs 
with their costal cartilage, and after months of careful 
sanatorium treatment, a cavity still persists with a positive 
sputum, nothing more can be done. 


Doctor Holman has beautifully shown that these cases 
can be successfully reoperated, removing the bony plate 
with the transverse process over the existing cavity in the 
diseased lung, producing complete obliteration of the exist- 
ing cavity. 

After the removal of the transverse processes there is a 
greater tendency to scoliosis, especially in children. So, 
instead of removing the transverse processes, I have dis- 
articulated the neck of the ribs from the transverse process, 
also disarticulated the head from the vertebrae with its 
periosteum, and using caution not to leave more than a 
minimum of denuded bone in the operated field. After three 
to five such stumps are removed, with sharp and blunt 
dissection, the parietal pleura can be separated from the 
lateral vertebral column, which allows the diseased lung 
to shrink up, leaving the transverse processes undisturbed. 


Doctor Holman brought out the necessity of removal of 
the lower portion of the scapula. This is very necessary 
in partial selective thoracoplasty where larger sections of 
the sixth and seventh rib are not removed. At times it may 
be advisable to remove six to eight centimeters of the entire 
vertebral border.of the scapula in order not to have the 


scapula interfere with adequate collapse over the operated 
area. 
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In all of the more recent thoracoplasty after section of 
the rib at transverse process, I remove the neck and head 
by disarticulation with its periosteum, beginning with the 
third rib. I am certain, in so doing, that I have obtained 
greater collapse of the diseased lung without damaging the 
transverse process, which is an advantage to the patient. 


® 


F. M. Porrencer, M.D. (Pottenger Sanatorium, Mon- 
rovia).—In recent years surgery of the chest has developed 
quite rapidly. It has offered hope to a certain group of 
patients who could not possibly have gotten well without it. 

While the healing of tuberculosis is brought about 
through the patient’s own physiologic reactions, the me- 
chanical conditions must be favorable or such healing can- 
not occur. Loss of tissue causes shrinking of the lung 
volume, and unless the remaining portion of pulmonary 
tissue is able to enlarge and fill in the thoracic cage, cavity 
walls remain apart, tension is put upon the pulmonary 
structures, and healing is interfered with. 


The proper form of chest surgery suited to the indi- 
vidual case acts by improving the mechanical condition, 
thus allowing physiologic healing to take place. 

One of the problems which has baffled clinicians since 
attempts were first made to treat tuberculosis has been the 
apical cavity. While now and then such a cavity would 
epithelize and become dry, as a rule it continues suppu- 
rating as long as the patient lives and frequently is the 
focus from which the disease spreads to other parts of the 
lung. Operation of such cavities in the past have not been 
very successful in bringing about closure. Doctors Holman 
and Pierson discuss in a very satisfactory manner certain 
reasons for this failure. 


Inasmuch as surgery alone offers hope for the patient 
suffering from a large apical cavity, clinicians have been 
free to recommend them for surgery, only to be dis- 
appointed in the result obtained. 


The authors discuss two measures which will make this 
operation more satisfactory: first, the resection of the 
transverse processes of the second, third, fourth, fifth, and 
possibly sixth vertebrae, depending upon the size of the 
cavity ; and second, the resection of the lower third of the 
scapula, so as to allow the chest wall to fall in and com- 
plete the approximation of the cavity walls. 


While it is very fortunate that patients with tuberculosis 
should, in such large numbers, be permitted to go on to 
the formation of large apical cavities, it is gratifying that 
surgeons are able to devise a technique which offers them 
hope of relief. 


ABDOMINAL HERNIAS* 


THE USE OF AUTOGENOUS STRIPS OF FASCIA LATA 
IN THE REPAIR OF THE MORE DIFFICULT 
ABDOMINAL HERNIAS 


By Donatp C. Cottrns, M.D. 
Los Angeles 


Discussion by Hall G. Holder, M.D., San Diego; 
C. Latimer Callander, M.D., San Francisco; E. Eric 
Larson, M. D., Los Angeles. 


FOR clinical purposes, abdominal hernias may 
be grouped into two classes: First, those of a 
simple character in which a very large number of 
cures result from operative measures ; and, second, 
that smaller group where ordinary standard surgi- 
cal procedures usually lead to failure and recur- 
rence. Members of this second group are: direct 
inguinal, sliding, postoperative, diaphragmatic, re- 
current, and the large indirect inguinal hernias—so 
frequently observed in the elderly, debilitated 
patient. 


* Read before the General Surgery Section of the Cali- 
fornia Medical Association at the sixty-sixth annual session, 
Del Monte, May 2-6, 1937. 
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In this second group surgeons have recognized 
these facts. They have used various kinds of non- 
absorbable sutures as various types of wire, linen, 
silk, and silkworm gut. Of the absorbable mate- 
rials employed, catgut and ox or kangaroo tendon 
are still the most popular sutures. The enthusiastic 
advocation of multiple techniques and suture mate- 
rials to be used in a successful hernioplasty is suffi- 
cient proof of the inadequacy of present methods 
of repair. We are seeing an increasingly greater 
number of unsuccessful attempts at cure in this 
group by the injection of various sclerosing so- 
lutions in the vain hope of closing the hernial defect 
by the formation of inflammatory scar tissue. 


AUTOPLASTIC SUTURES 


Lewis Linn McArthur,’ in 1904, published his 
final report on the use of autoplastic sutures in the 
repair of hernia and other diastases. This was a 
report of the use, in his clinic, since the year 1896, 
of autoplastic strips of the external oblique apo- 
neurosis instead of foreign suture material in in- 
guinal hernioplasties.° Few surgeons paid much 
attention to McArthur’s method, or to the under- 
lying principles of the use of autoplastic fibrous 
tissue in the place of absorbable foreign sutures. 
Subsequent reports in the surgical literature upon 
the use of McArthur’s technique have shown excel- 
lent results, with a negligible percentage of re- 
currences. Postmortems done on individuals who 
had had such a repair done previously, and then 
had later died from causes unrelated to their hernio- 
plasty, demonstrate that the transplanted sutures 


of aponeurosis had lived and were firmly united to 


the tissues through which they passed. Active pro- 
liferation of connective tissue could be seen origi- 
nating from such sutures. Dr. C. W. Mayo® in 
recent years has successfully used this method in 
the cure of inguinal hernias. In hundreds of his 
patients that have now been followed for two or 
more years, there has been less than one-half of 
one per cent of recurrence. 


LIVING AUTOGENOUS STRIPS OF FASCIA LATA 


Between the years of 1921 to 1930, Gallie and 
LeMesurier®** > firmly established the value of 
living autogenous strips of fascia lata derived from 
the individual patient. They have popularized the 
use of this material not only in inguinal hernias, 
but also in the largest and most difficult varieties 
of this second group. These authors conclusively 
demonstrated that either pedunculated or free strips 
of fascia lata will continue to live indefinitely so 
long as they are able to receive an adequate supply 
of lymph and tissue plasma. The tensile strength 
of fascia lata has been estimated to be 750 pounds 
in a straight pull before rupture will occur. This, 
of course, far exceeds the tensile strength of any 
absorbable foreign suture that we may employ. 
They also found that this amazing tensile strength 
was unchanged and was not lost in the free trans- 
planted strips of the patient’s own fascia lata. 
However, this method had a major objection to its 
universal use by surgeons, because it necessitated 
the making of a long incision along the lateral sur- 
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face of the thigh so that the tendon of the tensor 
fascia lata muscle could be exposed, from which 
the fascia lata strips could be obtained. This ditii- 
culty was removed by the perfection of a fascia lata 
stripper by Dr. J. C. Masson,’® during the year 
1933. In 1935, Masson’? did much to popeietiee 
this method of treating these more difficult ab- 
dominal hernias by the Presentation of two timely 
articles, which were widely read by the surgical 
profession. 


REPORT ON HERNIAS AMONG STEEL WORKERS 


The recent report of Foster? on 101 unselected 
cases of hernias occurring among steel-mill work- 
ers, in which autogenous sutures a fascia lata was 
used, is of great interest. His patients returned to 
full duty within six months following their hernio- 
plasty. Many of these individuals were elderly, 
possessing atrophic tissues together with huge her- 
nias. The end-results proved to be far superior to 
former methods employed. In only two of the 
seven recurrences was faulty operative technique 
to blame. Most important of all, these seven were 
again repaired with additional strips of autoge- 
nous fascia lata, and they have had no further 
recurrences. 


MASSON FASCIA LATA STRIPPER 


The Masson fascia lata stripper consists of two 
steel tubes that telescope one over the other. The 
outer tube is shorter and has a knife edge on its 
distal end. The inner tube forms the handle of the 
instrument and has an eyelet at its distal end. The 
outside tube is threaded at its upper end so that 
it can be screwed onto the inner tube just below 
the handle. With the instrument thus assembled. 
the cutting-knife edge is well above the eyelet of the 
inner tube and can do no damage to neighboring 
tissues. The skin of the lateral aspect of the thigh, 
over the proximal portion of the tendon of the 
tensor fascia lata muscle is incised for a distance 
of 5 centimeters, and the tendinous portion is ex- 
posed. A strip is then dissected out of the tendon, 
about 2 centimeters in width, and then the strip is 
lengthened for a distance of 5 centimeters. Then 
the fascia strip is threaded through the eyelet oi 
the stripper and securely grasped by several hemo- 
stats. The stripper is forced down the thigh until 
it lodges in the neighborhood of the external con- 
dyle of the femur. The outer tube is then un- 
screwed and, with several twisting motions, the 
knife-edge cuts off a strip of fascia lata the length 
of the subcutaneous extent of the stripper. .\d- 
ditional strips can easily be obtained in a similar 
manner. These strips are then split longitudinally 
in the direction of their fibers, into narrower strips 
of about half a centimeter in width. The individual 
strips thus obtained are threaded onto thick, heavy 
short needles that are securely tied on by ligatures 
of black silk. The other end of the strip is also 
securely tied by a similar ligature. After taking the 
first two stitches, the needle is passed back through 
the strip close to its ligated end, thus forming a 
slip-knot which will firmly secure it. Fascia lata 
can only be fastened in this manner because of its 
inability to remain tied in a square knot. After this 
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first strip has been used up, another is similarly 
prepared and fastened to the first strip by a similar 
use of a slip-knot, The needle is removed from 
the first strip, making certain that a secure ligature 
of black silk has been tied there to prevent the fray- 
ing out of the end of the strip. Thus, each strip 
is fastened onto the preceding one for the purposes 
of security. As additional measures of security, 
the sutures are allowed to pass through one another 
as a basket-weave suture wherever possible. The 
last suture is ended by suturing the free end down 
with black silk to neighboring strong tissues and 
doubly tying it there. Chromic catgut has been 
found unsatisfactory as ligature material and will 
easily slip off of the fascia strips, thus endangering 
the entire hernioplasty. 


OTHER PROCEDURES 


One can usually obtain enough fascia lata strips 
from one thigh to repair even the largest of her- 
nias. These hernial defects are closed without 
tension. If the edges cannot be reapproximated 
with ease, then the defect is closed by weaving in 
a basket-weave closure of strips. The resultant 
defect in the tensor fascia lata muscle causes no 
discomfort, but I warn my patients that such a 
muscle hernia will follow their hernioplasty, but 
that it is of no consequence. Most surgeons make 
the mistake of attempting to obtain fascia lata from 
the more anterior and medial portions of the thigh, 
with the usually dismal failure as their reward. It 
is only in the fibers of the tendon of the tensor 
fascia lata muscle that the fascia lata can be easily 
stripped off for any appreciable distance, and done 
safely. The thigh incision is closed tightly in layers 
with the use of one retention-suture of silkworm 
gut for supportive measures, as the thigh receives 
considerable active motion in bed postoperatively. 
All of my hernioplasties remain in bed for at least 
three weeks or longer, depending on the character 
of their postoperative convalescence. All hernio- 
plasty incisions are drained dependently for the 
first seventy-two hours following surgery, in an 
effort to prevent the formation of incisional hem- 
atomas or the collections of serum which do so 
much toward lengthening the postoperative conva- 
lescence of your patient. Every effort is made to 
prevent the formation of dead spaces in the in- 
cision. I pay very little attention to whether the 
patient is obese, because, with the use of living 
sutures, the problem of excessive intra-abdominal 
pressure tearing down the hernioplasty can be dis- 
regarded, since you are suturing structures with 
a suture that has a tensile strength of 750 pounds 
to the square inch of pull. As a consequence, bites 
with the fascia needle are deeper and include more 
tissue than would be done if foreign sutures were 
used. No particular effort is made to clean off the 
adipose tissue from muscles or fascial structures 
before suturing them together, inasmuch we are 
dealing with a living suture which, as time goes on, 
will become increasingly stronger and will actually 
proliferate fibrous tissues from its fibers. The 
obtaining of the fascia lata strips and the resuture 
of the thigh incision should not take more than five 
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to seven minutes to complete, when the Masson 
fascia lata stripper is employed. All of my patients 
wear an adequate Scultetus abdominal binder while 
in bed and an efficient abdominal supportive belt 
for one year following their dismissal from the 
hospital. “Whenever possible, I insist on the use 
of a spinal anesthesia to obviate abdominal strain- 
ing and to insure maximum relaxation of the 
abdominal wall. 


INDIRECT INGUINAL HERNIAS 


I have been using a modified McArthur tech- 
nique in the surgical treatment of indirect inguinal 
hernias, with one recurrence, so far, in a group of 
eighty-three patients so treated, and followed for 
at least two years since the time of their operation. 
After the reduction of the hernial contents and a 
high ligation of the hernial sac with its trans- 
position up behind the conjoined tendon, two strips 
of external oblique aponeurosis one centimeter in 
width are cut. One strip is left attached to the 
spine of the pubis while the other is left attached 
to the cephalic end of the external oblique muscle. 
A modified Bassini hernioplasty is then done, using 
these two strips of aponeurosis as running mat- 
tress sutures to close the inguinal canal, by suturing 
the conjoined tendon down to Poupart’s liga- 
ment and particularly strengthening the internal 
ring. The external oblique is also sutured beneath 
the cord for additional strength. If the conjoined 
tendon is found to be weak and of little value in 
the lower portion of the inguinal canal, strips of 
autogenous fascia lata are taken and the resultant 
defect is filled by a basket-weave type of suture 
that very easily closes the opening without tension. 


VENTRAL OR INCISIONAL POSTOPERATIVE 
HERNIAS 


In instances of ventral or incisional postopera- 
tive hernias, particular attention is paid to over- 
lapping the edges of the hernial opening. Often 
valuable tissue can be salvaged from the hernial 
walls for this purpose. This scar tissue is sutured 
to the muscle tissue of the opposite side, and vice 
versa. Thus, a double layer of tissue is first used 
in the preliminary closure of the peritoneal cavity, 
which is secured by ordinary absorbable sutures. 
To prevent the recurrence of the hernia following 
some sudden increase of intra-abdominal pressure, 
such as may follow coughing, sneezing, or strain- 
ing at stool, additional support is provided by the 
use of autogenous fascia lata sutures either as mat- 
tress sutures or in the form of a basket-weave to 
strengthen the former hernial site. These sutures 
take bites into the imbricated repair and deep bites 
out into neighboring normal tissues. Never should 
an attempt be made to draw muscles together under 
excessive pressure, as this will only lead to eventual 
necrosis of the sutured muscle and the repair will 
break down due to faulty operative technique, and 
not due to any fault of the fascia sutures. Inter- 
rupted mattress retention sutures of silkworm gut 
are used to obliterate dead spaces in the incision, 
and thus discourage hematoma formation or the 
collections of serum which may lead to secondary 
wound infections. If such a complication does 
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occur, the fascia repair will usually hold, but the 
incision will not heal until all of the silk knots have 
been removed. Thus, particular care is taken to 
have the preoperative preparation as thorough as 
possible, which includes a sterile preparation of the 
skin of the operative site the day preceding surgery. 
Interestingly, most of these patients show a fever 
of only 99.0 or 99.5 degrees Fahrenheit for the first 
two days postoperatively. Postoperative morbidity 
and complications are far less when autoplastic 
fascia sutures are used. 


UMBILICAL HERNIAS 


In umbilical hernias the hernial opening is en- 
larged to expose the edges of the recti muscles. 
The Mayo overlapping closure is performed, sutur- 
ing the cleaned peritoneal portion of the upper flap 
to the anterior rectus sheaths of the lower flap, 
using forty-day chromic catgut. The imbrications 
are further strengthened by the use of autogenous 
fascia lata sutures. Interrupted retention sutures 
‘of silkworm gut are used to obliterate dead spaces 
in the incision. The superficial portions of the in- 
cision are closed by layers. The dependent portion 
of the incision is drained for the first seventy-two 
hours following operation. 


FEMORAL HERNIAS 


In femoral hernias in which there is a large 
femoral canal, I use strips of fascia lata to firmly 
close the hernial defect. Following the reduction 
of the hernia and the high ligation of the sac, the 
femoral canal is blocked by mattress fascia lata 
sutures taken through the upper portion of the 
pectineus muscle and thence passed up the canal 
and through the external oblique just cephalad to 
Poupart’s ligament. This simple procedure works 
very well and is quickly done. In five cases so 
treated there have been no recurrences to date. 


DIAPHRAGMATIC HERNIAS 


In large diaphragmatic hernias the defect is first 
closed by overlapping the margins of the hernial 
opening for a distance of 3 centimeters by the use 
of interrupted mattress sutures of linen. This 
suture line is then further strengthened by run- 
ning mattress sutures of autogenous fascia lata 
strips. This makes the strongest possible closure 
obtainable. If there has been considerable loss 
of diaphragmatic muscle or its attachment to the 
thoracic wall has been torn, fascia lata strips are in- 
valuable and will give a strong permanent closure.® 


REPORT ON FORTY-FOUR CASES 


[ wish to briefly report my experiences with 
forty-four patients in whom the Masson-Gallie 
technique was closely followed, using autoplastic 
fascia lata strips. There were no deaths either 
in the hospital nor during their convalescence. 
Twenty-six were males. In only one individual is 
there some doubt as to whether there might be a 
newly developed weakness in the inguinal region 
lateral to the site of the repair of a huge postopera- 
tive ventral hernia following the removal and 
drainage of a gangrenous perforated appendix. 
The hernia of this patient was repaired less than 
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one year following the appendectomy, and promptly 
developed an acute wound infection in a supposedly 
clean case. The thigh incisions healed per primum. 
It is highly probable that latent infection existed 
in the tissues of the anterior abdominal wall from 
the first operation. It was necessary, in this in- 
stance, to secondarily open the incision superficially 
and remove all the silk knots. This was fol- 
lowed by prompt healing of the incision. Four 
individuals had gangrenous incarcerated ventral 
incisional hernias in which portions of the small 
intestine, varying from 16 to 74 centimeters, were 
resected. Gastro-intestinal continuity was restored 
by the performance of aseptic end-to-end anastomo- 
ses, without a fatality. In eight instances the fascia 
repair was done in the presence of gross contami- 
nation, and all of these hernioplasties have held 
and are well healed today. There was only one 
wound infection in a supposedly clean case in this 
series, and the details of that case are given above. 

Table 1 summarizes the data of this group of 
patients and records the salient facts. 


IN CONCLUSION 


1. The use of autogenous fascia lata sutures has 
given a higher percentage of cures in the more difti- 
cult types of abdominal hernias than was formerly 
possible. 

2. The Masson fascia stripper affords an easy 
and rapid means of obtaining an adequate supply 
of fascia lata without resorting to large incisions 
in the thigh. 

3. Spinal anesthesia is the anesthesia of choice 
in these cases. 

4. Obesity is no longer a contraindication to a 
prompt hernioplasty. 

5. Forty-four cases of the more difficult types 
of abdominal hernias are reported in which the 
Masson-Gallie technique was closely followed. 
There were no deaths and only one questionable 
slight recurrence. 

6. Eighty-three additional cases are included oi 
indirect inguinal hernia in which the McArthur 
technique was followed. There was one recur- 
rence. There were no deaths. 


TAaBLe 1.—Summary on Report of Forty-four Patients: 
Masson-Gallie Technique 


Number of patients reported upon 
Sex: 


I a a 
Females . 
Deaths ......... 
Recurrences “(question ble) 
Clean cases 
a. Wound infe 
Dirty cases 
a. Secondary ar to remove silk knots . 
Obese individuals .. price uiaceccinpsaeks Ses cauopeeaanananiccssbe 
Age: 
a. Average age 
b. Youngest individual .. 
e. Oldest individual .. 71 


..-47.8 years 


y ears — 
Average number of fascia lata ‘strips used ‘per patient... 
Average time per operation (minutes) 20.0.......ececcececceseeseeesee 98 
Anesthetics used: 
Os Ta Apesdapethecel cetnsCasosccipiatcne cab ectntaccpseotcsatcnadonsn eee asatea cama 
D, PROORER ccnccrcnceseics 
2. Combined 
CES eee 
ec. Ethylene 
d. Cyclopropane 





° 
o 
9 
3 
2 
3 





May, 1938 


Types of Hernia: 














i. inguinal — a tae seaceeg coca easier ta eeaeapeeeescaoeianenacn a 
mrect ......... en oe 
°. Huge indirect . 6 

ce canrmcnsacapesince is cose. 


a. Previous mid-right rectus incision 
1. Upper abdomen ........... 
2. Lower abdomen ...... 
b. Previous mid-line incisi 
1. Upper abdomen ....... 
2. Lower abdomen .. 


Be a aaa dacaktcan rs spepceaniiatsescheeeicntindap.ciunescencetransstoocipenecoigoence 6 
I cia cher th dncalans ddishaslcaanicnbconsrnaian cxce beanebacodkesseecanebecs eeuresebiont 5 
a. Women ...... .4 
OR sca acastinacunticpsoomencolasasauns 2 
a. Side of ne: | Left side om 
6. Epigastric .. Racin cecutunteesentaateccs> a 





1930 Wilshire Boulevard. 
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DISCUSSION 


Hatt G. Horper, M.D. (1107 Medico-Dental Building, 
San Diego).—Doctor Collins’ presentation is timely, as 
little improvement in end-results has occurred in herni- 
oplasty since Bassini introduced his method of radical repair 
in 1899. In the repair of inguinal hernias three general 
principles are universally agreed upon following the advent 
of the radical operation, namely, (1) complete dissection 
of the inguinal canal, with particular attention to the re- 
moval of all areolar tissue, so that firm union may be had 
between either muscle and fascia, or between fascia and 
fascia; (2) high ligation of the sac, preferably with trans- 
plantation high under the internal oblique muscle; and 
(3) plastic reconstruction of the inguinal canal. 


_The different types of reconstruction can be classified 
simply into three main groups: (1) Bassini’s original de- 
scription of the transplantation of the cord; (2) Non- 
transplantation of the cord, as advocated by Ferguson; and 
(3) Extra-apponeurotic transplantation of the cord, as 
typified by Halstead, Andrews, and others. The tremendous 
advantage of the use of fascia lata over ordinary suture 
materials in the repair of hernias, particularly difficult types 
of hernias as related by Doctor Collins, is further empha- 
sized by reviewing the recent literature on the subject. 
Using only the best sources, I find reported 3,275 cases of 
indirect inguinal hernia repaired without fascia, giving an 
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average recurrence rate of 5.5 per cent as against 188 re- 
ported cases in this same condition in which fascia was 
used with a recurrence rate of only 2.6 per cent. Still more 
striking, the average recurrence rate using foreign suture 
material in 804 direct hernias reported in the literature 
was 16 per cent, as against a recurrence of only 3.5 in 252 
cases repaired with fascia. No definite information could 
be obtained regarding the recurrence rate of recurrent 
hernia, but it is only fair to believe that this would be much 
higher than the 16 per cent for the direct hernia. I find 
only forty-five cases of recurrent hernia repaired with fascia 
with a recurrence rate of 6.6 per cent reported, which un- 
doubtedly is far below that of the ordinary suture material. 


Until the year 1935 my records show that I performed 
forty-five Galli fascial repairs with a recurrence rate of 
2.2 per cent, and twenty-seven McArthur herniorrhaphies 
with a recurrence rate of 3.7 per cent. At the same time I 
reviewed 103 cases of indirect inguinal hernia which had 
been repaired with the ordinary suture materials in which 
I had a recurrence rate of 6.7 per cent. Therefore, in my 
own hands, using identical technique with the only variable 
suture material, I obtained one-third less recurrences in 
the more difficult cases using fascia over other suture 
materials. 


Points in technique which I think are important, and 
which I repeat for emphasis, as Doctor Collins has men- 
tioned most of them, are : extra-aponeurotic transplantation 
of the cord, high ligation of the sac with transplantation, 
closure of the transversalis fascia, careful cleaning away of 
all of areolar tissue from fascial and muscle structures, so 
as to allow a two or more layer repair of the inguinal canal 
beneath the cord with the fascial sutures. 


As Doctor Collins has indicated, I believe that the fascial 
stripper simplifies the obtaining of the fascial sutures which 
can usually be done by an assistant with no loss of oper- 
ating time. In the placement of the sutures, I prefer to 
employ a fascial suture clamp which I devised, instead of 
the Galli needle, as it permits of more rapid suturing with 
much less traumatization of tissue. This latter is a very 
important point, I believe, in obtaining the best results in 
this type of repair, as most failures come from excessive 
traumatization from the large Galli needle with sewn-in 
fascial suture. ei 


C. Latimer CALLANDER, M.D. (450 Sutter Street, San 
Francisco).—Doctor Collins has given us, in a clear-cut 
and painstaking manner, the case for the use of autoplastic 
fascia lata in the repair of all varieties of rupture. So many 
able surgeons now employ fascia lata transplants in hernial 
repair as a matter of routine that I am convinced of the 
general utility of this suture material. Antagonists of the 
method cannot overlook the manifest fact that a fascia lata 
suture holds opposed surfaces over a broader area than does 
any other material, and, in addition, unites with the opposed 
tissues. No other material can be woven into a living over- 
lay over a gross tissue defect. Masson’s stripper has made 
collection of the sutures a simple step in the operation. 


It was well to call attention to the pioneer work of 
McArthur in this field. His method of using attached 
strips of the external oblique aponeurosis from the edges 
of the inguinal hernia incision can be utilized in all indirect 
inguinal hernias and in most direct ones. This method, 
however, only allows sufficient suture material to unite the 
incision in the external oblique aponeurosis, and to approxi- 
mate the conjoined muscle and tendon to the shelving edge 
of the inguinal ligament. Gallie and Le Mesurier have 
carried their investigative work and clinical applications in 
autoplastic suture material far further than did McArthur, 
and soundly established their method of tissue approxi- 
mation. 


With the contention, however, that aponeurosis will not 
unite firmly to muscle when held in place by either catgut 
or silk ligature, I am heartily out of accord. Anyone who 
has had occasion to repair many recurrent ruptures cannot 
fail to recall instance after instance in which sharp-knife 
dissection was required to separate the lower margin of the 
internal oblique and transversus abdominis muscles from 
the inguinal ligament. The failure of the hernia operation 
often is not a faulty new wall, formed in front of or behind 
the cord, but is a result of not ligating the hernial sac suffi- 
ciently high, 
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E. Eric Larson, M.D. (1930 Wilshire Boulevard, Los 
Angeles).—Until recent years much confusion as to the 
best procedure for repair of large ventral, recurrent direct 
and inguinal hernias, has existed. Tabulated statistics of 
data have shown that recurrences existed in surprising 
proportions. Past military activity and the advent of rigid 
physical examinations of all employees, especially in the 
heavy industries, have placed a burden on the successful 
surgical attack of hernias. 

For these reasons, and for the added fact that there must 
be progress in surgical technique, the essayist has today 
brought to our attention the use of autogenous fascia for 
more successful repair. 

Doctor Masson’s method of obtaining strips of fascia lata 
is a distinct contribution. Experimental studies have re- 
vealed that transplanted fascia becomes incorporated as 
living tissue in about one year. Therefore, the strength and 
permanence of this tissue, which neither stretches nor con- 
tracts, adds to the permanence of closure and successful 
treatment of these defects. 

This is especially true in large ventral hernias where 
much tissue may be lacking. A basket-weave type of fascia 
stripping, much like darning a hole in a sock, has been a 
most salutary and welcomed procedure. Where there is 
enough tissue, strips of adjacent fascia are woven into the 
suture lines. The result of this added suture has given 
excellent and permanent support to the sutured edges. 
Harrington’s use of fascia in the repair of large diaphrag- 
matic hernias has added an amazing permanence to this 
type of repair, since very few recurrences are reported when 
fascia is used. 

I have used fascia strips for fourteen years, and in the 
obese patient or those over forty years of age with in- 
guinal hernia I incorporate strips of the aponeurosis of the 
external oblique into the sutures, as first described by 
L. L. McArthur in 1901. 

The intelligent use of fascia is becoming world-wide, and 
will no doubt afford us better statistics in a short time. 


TONSILLECTOMY : A PLANNED, COMPLETE 
OPERATION * 
By WirttamM Remrry Hunt, M.D. 
Santa Barbara 


Discussion by Frank S. Baxter, M. D., Oakland; W.H. 
Johnston, M. D., Santa Barbara. 


‘TH purpose of this paper is to discuss, and 
demonstrate with slides of removed tonsils, a 
planned complete removal of the palatine tonsil and 
its lymphoid appendages, with particular emphasis 
on the latter. It may seem strange to take time to 
discuss the most commonly operated tissue, the 
tonsil ; however, the surgical technique of this im- 
portant structure cannot be overemphasized. As 
we all know, the two main methods are: (1) with 
the various types of tonsillotomes or guillotine 
instruments, (2) with the variable dissection and 
snare method. 
ANATOMY i 

The palatine tonsils lie in the oropharynx. The 
arterial supply to the tonsils from branches of the 
external carotid are the ascending palatine and an- 
terior tonsillar of the external maxillary (facial), 
ascending pharyngeal, the dorsum linguae branches 
of the lingual, and the descending palatine branch 
of the internal maxillary. The venous drainage 
through the tonsillar and pharyngeal plexes enters 
the facial veins. The nerve supply comes through 
the lingual branch of the fifth, and from the ninth, 


* Read before the Eye, Ear, Nese, and Throat Section of 
the California Medical Association at the sixty-sixth annual 
session, Del Monte, May 2-6, 1937. 
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tenth, and sympathetics. Over the upper pole, 
the capsule is separated from deeper structures 
by loose areolar tissue (the most common site of 
peritonsillar abscess). Below this the capsule is 
intimately blended with the muscles, namely, the 
palatopharyngeus or posterior pillar, the palato- 
glossus or anterior pillar, and laterally partly by 
the superior constrictors of the pharynx. The 
plica semilunaris is a fold of mucous membrane 
joining that of the pillars medial to the upper pole 
of the tonsil. The plica triangularis is a fold of 
mucous membrane which extends medially and 
downward from the margin of the anterior pillar, 
surrounding the lower pole like a sling. This ap- 
pendage contains masses of lymphoid tissue. It ex- 
tends to the pharyngeal border of the tongue. Here 
the lymphoid masses may be termed lateral lingual 
tonsil. Below the lower pole of the tonsil proper 
is a subtonsillar lymphoid chain of varying amounts 
of lymphoid tissue, lying against the muscles and 
covered by mucous membrane. This subtonsillar 
lymphoid tissue may extend downward as far as 
the pharyngo-epiglottic fold. 

It is my opinion that all this lymphoid tissue 
should be removed in every tonsillectomy. Some 
laryngologists have advocated removing the tonsil 
and not disturbing these lymphoid appendages 
routinely; but doing so at a second operation if 
subsequent examinations indicate that they are a 
septic focus of infection. However, few, if any, 
patients would return to the original surgeon for 
a second operation. As there is no objection to 
their removal, and they are frequently definitely 
septic, and they are a common site of recurrent 
acute inflammation, it seems well worth while to 
give the patient the maximum benefit of an initial 
complete tonsillectomy. 

While it does not come directly within the sub- 
ject of this paper, I may mention the lymphoid 
tissue, especially the lateral lymphoid bands on the 
pharyngeal wall. This tissue is present in a large 
percentage of people in every age group, especially 
preadolescents. It is more abundant in the so-called 
lymphoid types. Why some people have more lym- 
phoid tissue on the pharynx than others is not 
known. The writer has observed it more often in 
the allergics and hypothyroids. That its presence 
is due to posterior sinus infection, alone, is con- 
trary to my experience. That, if present, it be- 
comes readily inflamed with any inflammation of 
the upper respiratory tract is an almost daily clini- 
cal observation. If someone has not already done 
so, may I suggest the term “lymphoid pharyngitis,” 
as preferable to “granular pharyngitis” for this con- 
dition. As a rule, I remove these pharyngeal lym- 
phoid masses, if of consequential size, when doing 
a tonsillectomy. If present, they are the most 
common site of sore throats, when an otherwise 
successful tonsillectomy has been accomplished. 


TECHNIQUE 
The writer has attempted to rationalize his surgi- 
cal technique to strict anatomical detail. 
In tonsil surgery, good lighting, making for good 
vision, is vital. Direct reflection from a head mirror 
over the eye is best. The Klaar lamp or similar 
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reflection may be satisfactory. The ordinary head 
lamp, with indirect light reflected from the fore- 
head, is inadequate, and accounts for many rem- 
nants being overlooked that can be seen with good 
lighting. When a tenaculum such as the Tydings 
grasps the tonsil, the plica and anterior pillar be- 
come tense. Initial sharp incision is made through 
the mucous membrane exactly at the border of the 
anterior pillar, near its upper limit. This incision, 
exposing the capsule, is carried down to the tongue, 
thus removing the plica from the border of the an- 
terior pillar. A Seiler’s knife, similar to the Dean, 
except that the former has a slight curve, is used 
to begin the operation after the initial sharp in- 
cision, and for much of the subsequent dissection. 
Returning toward the upper pole, muscle fibers are 
pushed off or incised from the capsule under direct 
vision, as a curved incision through the mucous 
membrane extends upward and medially. With the 
knife over part of the upper pole, the tonsil may 
be pushed down, releasing that portion from the 
loose areolar tissue at the extreme apex of the 
fossa. Now, curved scissors are used to make an 
accurate incision close to the tonsil in the upper 
medial portion through the plica semilunaris. This 
is more certain than tearing the upper medial 
portion of the tonsil from the posterior pillar. 
Carelessness at this point results in a raised palate 
on that side, due to the injury to muscle fibers of 
the palatopharyngeus which blend with those at 
the base of the uvula, and the action of the levator 
veli palatini muscle on the injured palate. With the 
upper pole partially free, the tenaculum is placed 
in the upper pole, including its capsule, and the dis- 
section continued downward under direct vision. 
With the Hurd dissector or Seiler’s knife, depend- 
ing upon the amount of adhesions, the posterior 
pillar is completely freed from the capsule of the 
tonsil, likewise the anterior pillar. It may not be 
necessary to free the entire lateral wall to the level 
of the tongue, but I always do so. The tonsil now 
lies loose in the fossa attached only at the lowest 
anterior and lateral portion of the lower pole, and 
by its subtonsillar lymphoid appendage. 

The tenaculum is now carefully placed so that 
the lower pole, particularly, is included in the grasp. 
The snare is placed over the tonsil and drawn up 
loosely to a smaller loop. The tongue depressor is 
removed, allowing the tongue, especially the lateral 
portion, to be free to rise. The loop of the snare 
is almost parallel to the lateral wall of the pharynx. 
As the lower pole is pulled up, the snare wire is 
pushed down, and the snaring is completed. When 
the tonsil is examined, it will be found present in 
capsule, with all or most of the lymphoid ap- 
pendages: plica, lateral linguals, etc., attached. A 
thorough inspection is now made of the subtonsillar 
area, and any additional lymphoid masses are re- 
moved with the Allis and snare. The most difficult 
area to be sure of is the extreme posterior lateral 
border of the tongue. This may be examined with 
the Allis forceps, gently feeling for and grasping 
any lymphoid masses, not readily apparent when 
using the pillar retractor and tongue depressor 
alone. Careful inspection of the fossa frequently 
reveals a few small extracapsular lymphoid masses 
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at the apex, or behind the anterior pillar. These 
may be pulled off with an Allis, if small, or snared 
off, if large. 

If there is actual or threatened bleeding, particu- 
larly from the upper pole, the vessel is grasped 
superficially with an Allis forcep, and a superficial 
suture, using “O” or “OO” catgut, is placed. When 
the fossa is clean and “dry,” it is lightly swabbed 
with 2 per cent mercurochrome, or with 3 per cent 
tincture of iodin, which must be handled more care- 
fully. 

The other tonsil is removed in a similar manner. 

Under local anesthesia, the procedure is almost 
bloodless. Under general anesthesia any free bleed- 
ing, particularly from the upper pole, is stopped 
with a superficial suture during the dissection. The 
upper pole of the tonsil being pressed down with 
the tongue depressor, and the edge of the fossa 
raised with a retractor, any bleeding area here is 
readily seen. By controlling this type of bleeding, 
the remaining dissection and snaring offers only a 
slight ooze. In this way blood loss is maintained at 
a minimum; tracheal aspiration and other hazards 
are reduced. Postoperative bleeding, either primary 
or secondary, rarely occurs. Under local anesthesia 
the tongue depressor may be dispensed with most 
of the time, as the view over the angular tenaculum 
is adequate. This adds greatly to the comfort of 
the patient. 

COMMENT 


Some statistics on so-called tonsillectomized chil- 
dren given in the general literature, have little, if 
any, value. The assumption that any patient who 
has undergone a tonsil operation by any physician, 
so often untrained and unskilled, is always tonsil- 
lectomized, is contrary to clinical observation. 

Infected tonsil remnants, like infected dental 
remnants, may be a serious menace to good health, 
and should receive meticulous surgical attention. 

Tonsils operated with the various tonsillotomes 
should have the plica, lateral lingual, and sub- 
tonsillar areas cleaned up at the time. Plical rem- 
nants on the anterior pillar should be excised with 
knife or scissors. Other remnants may be removed 
with the Allis and snare, or a similar procedure, 
as none of these instruments, alone, include all the 
lymphoid appendages of the tonsil. 

Younger physicians should be taught a less 
casual and more respectful attitude toward tonsil- 
lectomies. 

Results of successful surgery on previously in- 
completely operated tonsils, particularly with rheu- 
matic conditions, such as acute iritis, arthritis, etc., 
are thoroughly convincing. 


IN CONCLUSION 


Accurate smooth dissection under direct vision 
leaves clean fossae, minimizes trauma, promotes 
easy convalescence, gives a good cosmetic result, 
and obtains for the patient maximum benefit from 
the planned complete tonsillectomy. 

1421 Chapala Street. 


DISCUSSION 


Frank S. Baxter, M.D. (1624 Franklin Street, Oak- 
land).—We all know that tonsillectomies are done by sur- 
geons of varying ability and dexterity. It follows, as a 
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natural course, that those tonsils which are removed with 
a full understanding of the immediate anatomy are entirely 
removed. Careful inspection of the fossae, and particularly 
the plica triangularis and the adjacent lymphoid tissue, is 
vitally important. The instruments used in a tonsillectomy 
are a matter of individual preference, but the fundamental 
thing of importance is a painstaking, nontraumatic, com- 
plete removal of the tonsils. A focus of infection is thereby 
eliminated, which is the real reason for removing the tonsils. 


& 


W. H. Jounston, M.D. (1515 State Street, Santa Bar- 
bara).—We all acquire a technique for this operation after 
we have been in practice a few years, and I believe that 
we should continue to use the method which, in our hands, 
has given us the best results. Most of us try to do the com- 
plete operation described by Doctor Hunt, but I fear that 
we are not all getting the ideal end-results in 100 per cent 
of our cases. I have had the experience, many times, of 
completing what I thought was a perfect job, only to find 
a few months later a mass of lymphoid tissue at the lower 
part of the tonsillar fossae. I have also had the experience 
of doing a somewhat hasty operation and later finding that 
the end-result was perfect. We are overlooking something 
in the patient’s make-up, and must remember that there 
are cases which we might call of the lymphatic type in 
which it seems impossible to do any type of operation that 
will insure against regrowth of lymphoid tissue at the lower 
pole. In this class we must look for some etiological factor, 
the discussion of which might go on indefinitely and does 
not belong under the heading of this paper. Some years 
ago French described an operation which he called “ex- 
tended tonsillectomy”; it was quite similar to the one 
described by Doctor Hunt in reference to the lymphoid 
extension to the base of the tongue. 

I agree with the essayist that many quoted statistics mean 
very little, because a considerable number of the operated 
cases retain remnants of infected lymphoid tissue in the 
tonsillar fossae. Most of us agree, I believe, that a piece 
of infected lymphoid tissue hemmed in with scars is much 
more harmful than was the original tonsil in many in- 
stances before an incomplete operation was performed. 

I believe that we should all have a less casual attitude 
toward the tonsil operation, which now seems to come 
into the field of so many branches of the medical profession. 


DRUG ERUPTIONS DUE TO THE 
BARBITURATES * 


By Freperick G. Novy, Jr., M.D. 
Oakland 


Discussion by Harry E. Alderson, M.D., San Fran- 
cisco; Stanley O. Chambers, M.D., Los Angeles; Philip 
K. Allen, M. D., San Diego. 


He purpose of this paper is to discuss briefly 
the different types of cutaneous manifestations 
that may follow the use of the barbiturates. 

Today the barbituric acid derivatives, of which 
there are a large number, have a widespread use 
in medicine for their sedative and hypnotic effects. 
Since these drugs were first introduced, eruptions 
of different types have been reported. Toxic skin 
reactions appear frequently following their admin- 
istration, and should be constantly watched for. 
Menninger’ states that about 2 per cent of the 
patients taking phenobarbital (luminal) develop 
some form of cutaneous intolerance. All of the bar- 
biturates have been responsible for reactions, and 
there is no one form which is less likely to produce 
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trouble. Phenobarbital and barbital (veronal), 
however, are the ones most frequently mentioned 
in the literature. This, I believe, is because of their 
more widespread use rather than that they are more 
toxic. 

Why certain individuals react to these drugs is 
not fully understood. Undoubtedly the patient’s 
general condition plays an important role. We see 
patients in good health who tolerate a drug, and 
later, when their general health has been impaired, 
a reaction to the same drug takes place. In these 
instances interference with the elimination of the 
drug could bea factor. A disturbance of the cardio- 
renal system would lead to retention of fluids and 
storage of the drug in the tissues. Other patients, 
probably the majority, have an idiosyncrasy to the 
drugs. This hypersensitivity can be explained in 
some patients who, having taken the drug some 
time in the past, have apparently become sensitized. 
Then later, upon administration of the same drug, 
a reaction occurs. This would account for the clini- 
cal fact that urticaria, a type of response that one 
would expect with hypersensitivity, is extremely 
common, Wise and Sulzberger? feel that nearly 
all drug eruptions fall into this category of sensiti- 
zation reactions. 


Dosage does not appear to play a great part, as 
exceedingly small amounts will produce eruptions 
in sensitive individuals. Babington*® reported a 
patient who developel a toxic eruption the second 
day after having taken only two one-quarter grain 
doses of phenobarbital. Other cases have been re- 
ported in which large doses, over a considerable 
length of time, had been given before any cutaneous 
reaction was noticed. 


CUTANEOUS MANIFESTATIONS 


The types of cutaneous manifestations seen are : 
(1) urticarial; (2) erythematous; (3) bullous; 
(4) eczematous ; and (5) fixed. 

Urticarial Type.—This is probably the most fre- 
quent. The eruption appears immediately, or a few 
hours after administration of the offending drug. 
The reaction may be mild, with a few scattered 
wheals, or may take on the more serious form of 
angioneurotic edema, with extreme swelling of the 
affected part. This reaction must be differentiated 
from urticaria due to some other cause. Stopping 
of the medication should be followed by a clearing 
of the condition in a short time, if that is the causa- 
tive factor. 


Erythematous Type.—This form usually appears 
on the chest and face as brilliant, light-red macules, 
which may become diffuse if medication is not 
stopped. If the reaction is severe, the eruption may 
become universal. This may be followed by a 
generalized exfoliative dermatitis. Lancaster ‘ re- 
ported such a case following the taking of pheno- 
barbital. There is nearly always a great deal of 
pruritus. Edema, particularly about the eyes, is 
usually part of the picture, and there is an associ- 
ated conjunctivitis. The mucous membrane of the 
mouth and the throat may become involved. The 
mucosa of the rectum and genitalia may also be 
affected. Frequently there is a slight rise in tem- 
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perature. Temperatures of 103 and 104 degrees 
have been reported. In these cases gastro-intestinal 
symptoms are usually present. A moderate leuko- 
cytosis is present with an increase in eosinophils. 
These may be as high as 22 per cent. A differential 
diagnosis must sometimes be made between this 
type of eruption and scarlet fever or measles. At 
times this is extremely difficult. A careful history 
is of importance. The absence of pain and marked 
injection of the throat would be against scarlet 
fever. Ordinarily there is not a marked adenopathy 
with the drug eruption. The tendency of barbitu- 
rate eruptions to clear promptly upon withdrawal 
of the drug is of help. The blanching test for scarlet 
fever is an aid in distinguishing the two conditions. 
The absence of Koplik’s spots, and the prodromal 
coryza, would differentiate the drug dermatitis 
from that of measles. 


Bullous Type.—This type is not seen frequently. 
It is usually associated with the severe erythe- 
matous type. The vesicles may vary from miliary 
size, which are usually transient, to that of large 
bullae and blebs, simulating pemphigus. The mu- 
cous membranes are frequently involved. Weber ° 
has reported a case in which there was jaundice 
along with the bullous eruption. Hemorrhagic 
bullae also have been described. Following the for- 
mation of blebs, extensive ulceration and necrosis 
have occurred. Mailer ° reports an interesting case 
of this kind, in which the reaction was due to nem- 
butal (sodium ethyl—one methyl-butyl—barbitu- 
rate). In this case large wheals first appeared on 
the thighs, followed by vesicles which coalesced into 
bullae. Necrosis rapidly followed, involving one- 
half of the anterior portion of the thigh. Similar 
cases have been seen by Coste and Bolgert,’ follow- 
ing the use of barbital. The necrotic areas occurred 
at the sites of pressure appearing as acute decubiti. 

Ecsematous Type.—Bering ® recently described 
a group of five cases in which the clinical picture 
was that of a papulovesicular eczema. Three of the 
patients had a primary dermatitis, following the 
long use of barbiturates. In the other two the erup- 
tion was secondary to a chronic pruritic eruption. 

Fixed Type.—A fixed eruption is one character- 
ized by recurrences in exactly the same locations. 
The affected areas usually become pigmented, and 
at the time of exacerbation are pruritic. This type 
of reaction, due to several of the barbiturates, has 
been observed, but is not widely recognized. Wise 
and Parkhurst,® Goldenberg and Rosen,’® and 
Fowlkes * make mention of this condition caused 
by these drugs. Loveman *? published the descrip- 
tion of a case following the use of allonal which 
contains alurate (allylisopropyl-barbituric acid). 
Langenbach,* reporting four cases of dermatitis 
iollowing the use of sodium amytal (sodium iso- 
amylethyl barbiturate), states that there was some 
pigmentation, and that in one case, upon repeating 
the drug, the eruption did occur in the same areas. 
From his description, however, one cannot be sure 
that he was dealing with a fixed eruption. I have 
seen one case in which this type of reaction was 
found to be due to amytal. 


DRUG ERUPTIONS—NOVY, JR. 
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REPORT OF CASE 

N. F., female, age thirty, was referred to me for con- 
sultation by Dr. C. Cocks. Her chief complaint was recur- 
rent itching patches on the right wrist and left buttock. 
Examination revealed two circular, sharply circumscribed, 
hyperpigmented areas of a purple-red hue. The one situ- 
ated on the dorsum of the right wrist was of dollar-size. 
The other, on the left buttock, was of palm-size. The rest 


of the skin was clear. A clinical diagnosis of fixed erup- 
tion was made. 


The eruption had been present for the past four or five 
months. It came on suddenly and there was a marked 
pruritus of the affected areas which lasted several days. 
The symptoms then cleared. Exacerbations have since oc- 
curred at irregular intervals. After each attack the patient 
noticed that the pigmentation gradually became deeper. 
Her general health had been good, except for some nervous- 
ness and insomnia. For this she had been taking different 
medicines, including allonal. 


The patient was asked to take several tablets of allonal, 
but no exacerbation took place. Further questioning re- 
vealed the fact that, in addition to the allonal she had, on 
occasion, been taking sleeping capsules that were prescribed 
for her mother. These were found to be amytal (iso-amy]- 
ethyl barbituric acid). A few hours after taking one of 
these capsules, there was a severe exacerbation, with pruri- 
tus and deepening of the color of the lesions. 

From this observation it was apparent that the 
exciting factor of this patient’s eruption was due 
to the amytal. 


FURTHER OBSERVATIONS 

Effect of Other Drugs Producing Fixed Erup- 
tions —The patient was ‘then instructed to take 
aspirin and phenolphthalein. Both drugs are known 
to produce fixed eruptions. There was no re- 
action. This again confirms similar experiments 
by Abramowitz ** and the author * on phenolphtha- 
lein, and by Loveman ** on allonal, in which it was 
shown that an individual with a fixed eruption is 


not susceptible to all the drugs that cause this type 
of lesion. 


Effect of Taking Other Barbiturates—She had 
previously taken allonal with negative results. One- 
half grain of phenobarbital (phenylethyl-barbituric 
acid) was given, and there was a definite flare-up 
of the eruption. Later, when the condition had sub- 
subsided, she was given barbital (diethyl-barbituric 
acid). Again there was a severe exacerbation, 
appearing in about twelve hours. As amytal, bar- 
bital, and phenobarbital, all contain ethyl-barbituric 
acid, it was thought that the eruption might be due 
to this radical. She had not reacted to allonal 
(allyl-iso-propyl barbituric acid), which does not 
contain ethylbarbituric acid. Loveman?? found in 
his case which reacted to allonal that there was no 
reaction to the other barbiturates. 


Effect of Split Products —Several split products 
of barbituric acid were kindly furnished by the 
Eli Lilly and Company. They were iso-amyl-ethy] 
malonamid ; iso-amyl-ethyl malonic acid ; iso-amy]- 
ethyl acetyl urea; iso-amyl-ethyl acetic acid; iso- 
amyl-ethyl acetamid. One-half grain doses were 
administered without reaction. This shows that 


the eruption was not due to some split product of 
barbituric acid, which could have been formed in 
the body. 


Patch Tests—Patch tests were performed in the 


usual manner with amytal and the split products 
named above. 


All were negative. This has been 
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the usual finding with fixed eruptions. This obser- 
vation would support the idea that hypersensitive- 
ness in these cases is not in the epidermis and super- 
ficial part of the cutis, but is in the deeper layers 
of the skin. 
TREATMENT 

These eruptions usually involute rapidly on with- 
drawal of the offending drug, and no treatment is 
necessary other than a mild antipruritic, as cala- 
min zinc lotion. Occasionally, in the more severe 
forms, active treatment is necessary. Johnson *® 
and Sanderson “ have reported good results with 
the intravenous injection of large amounts of 5 or 
10 per cent glucose. A 4 per cent solution of sodium 
bicarbonate has also been used intravenously when 
large doses of the barbiturates have been taken. 


SUMMARY 


Skin eruptions due to the barbiturates are com- 
mon. Any barbituric acid derivative is capable of 
producing the different cutaneous reactions which 
have been described. These reactions are urticarial, 
erythematous, bullous, eczematous, and fixed. 

A case is reported of a fixed eruption due to amy- 
tal. Further observations on this patient showed 
that only the barbiturates with the ethyl-barbituric 
acid radical would reproduce the eruption. 

411 Thirtieth Street. 
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DISCUSSION 


Harry E. Atperson, M.D. (490 Post Street, San Fran- 
cisco).—I have seen numerous examples of eruptions due 
to all the drugs mentioned, excepting amytal. As I pre- 
scribe amytal a great deal in small doses, for the relief of 
pruritus, I may some day see a case of dermatitis medica- 
mentosa due to this drug. 


STANLEY O. CHAMBERS, M.D. (826 Roosevelt Building, 
Los Angeles).—This particular subject, dealing with drugs 
so commonly employed in general medicine, seems most 
apropos. It is appreciated by the author that cutaneous 
reactions of the common order are familiar to most of us. 
The intriguing portion of the presentation deals with a 
fixed eruption. This picture is infrequently identified, and 
yet relatively common. The discusser has witnessed such 
lesions about the scrotum and anal region, considered as 
recurrent scrotal eczema and pruritus ani. These lesions 
appeared in direct proportion to the ingestion of the drug, 
and disappeared with its withdrawal. Recurrence was 
always at the same site. Greater consideration of such 
possibilities should increase therapeutic effectiveness. 

Doctor Novy is to be complimented for his interpretation 
of such an unfamiliar dermatitis. 


® 


Pui K. Atten, M.D. (314 Medico-Dental Building, 
San Diego).—The widespread use of many different bar- 
biturate derivatives and the inevitable intolerance exhibited 
by some individuals to their use, make the subject an im- 
portant one. 

I think that the fixed eruption is the most interesting 
type of the drug idiosyncrasies. Its exact place in the field 
of hypersensitive reactions is still a debatable point. The 
reaction is not only independent of any circulating anti- 
bodies (as shown by the absence of the Prausnitz-Kustner 
phenomenon), but is confined strictly to certain groups of 
the fixed tissue cells. Similar tissue outside the reacting 
areas fails to exhibit the phenomenon, so that cutaneous 
tests are of little significance except in the areas previously 
involved. 

An interesting feature of Doctor Novy’s case is the de- 
gree of specificity shown to a certain type of barbiturate 
derivative. It is frequently of great value to know that a 
hypersensitivity to one type of drug does not imply that 
related substances will produce the same reaction. 


ACUTE GONORRHEAL ARTHRITIS 
COMPLICATING PREGNANCY * 


By Joun R. Upton,:M.D. 
San Francisco 
Discussion by Karl L. Schaupp, M. D., San Francisco: 


Frances Baker, M.D., San Francisco; William Benbox 
Thompson, M.D., Los Angeles. 


"THE comparative rarity of acute gonorrheal 

arthritis complicating pregnancy, and the pe- 
culiar problems which arise in its treatment during 
the pregnant state, warrant a consideration of the 
subject, a review of the literature, and the report- 
ing of a case. The “Index Medicus” for the last 
ten years contains no articles on this subject. 


LITERATURE 


Lindermann,’ in 1892, appears to have been the 
first man to connect the gonococcus with the re- 
sultant complicating arthritis. Jundell,? in 1894, 
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and Aehman,® in 1897, recovered the gonococci 
from infected tendon sheaths. Edgar,‘ in his 1903 
volume of Obstetrics, makes no reference to the 
gonococcus during pregnancy, but does state : “The 
etiology (puerperal septic arthritis) is evident from 
the pathology. It has been seen, however, as the 
result of gonorrheal infection. There is always 
considerable danger of destruction of the joint and 
of permanent anchylosis and loss of function.” 
Webster,® in 1907, only says: “It (gonococcus ) 
may be carried to distant parts, e. g., joints, endo- 
cardium, and pleura, and set up pathological proc- 
esses. The marked liability of pregnant and puer- 
peral women to acute gonorrheal infection must 
be noted ; and also the tendency to development in 
these states of an acute exacerbation of what was 
previously a slight infective inflammatory process. 
Thus a latent condition may develop into an acute 
outbreak in pregnancy, or in the puerperum, with- 
out any fresh infection from without.”’ Lea,® and 
Taussig,’ and Harrar,® likewise made further ad- 
vances in the study of the gonorrheal organism 
as a causal factor in arthritis. DeLee,® in 1915, 
briefly calls attention to the increased vascularity 
and succulence of the vaginal tissues, and the ap- 
pearance of the vaginal mucosa when infected. 
Royston,’® in 1923, reported four cases of preg- 
nancy complicated by gonorrheal arthritis; these 
were the first histories I could find reported in the 
literature, and I shall have occasion to refer to them 
more fully later. Williams," in 1926, in his volume 
on Obstetrics, stresses the rdle played by the gono- 
coccus during the puerperium, but makes no men- 
tion of any complicating disorder during pregnancy. 


DIAGNOSIS 


Diagnosis**** should present few difficulties. 
The question of pregnancy is usually self-evident. 
A characteristic history for gonorrhea from the 
husband, wife, or both, may or may not be elicited. 
The gonorrheal infection responsible for the acute 
arthritis appears to be most frequently acquired 
after conception takes place.'° The isolation **1° 
of the Neisserian organism from the vaginal tract 
leaves no possibility of doubt—if the smears have 
been prepared by the use of Gram’s staining tech- 
nique. On this well-known clinical picture of 
gonorrhea, and usually within four weeks’ time, 
is superimposed a rather suddenly severe fever, 
chills, some prostration, sweats, shifting pain in 
the skeletal articulations, swelling of the joint cap- 
sules and adjacent tendon sheaths, with final perma- 
nent localization of this acute pain in some one 
or more skeletal junction. In a few patients where 
repeated vaginal and cervical smears are negative 
for the Neisserian cocci, or, in patients who are 
too close to term to warrant the vaginal manipu- 
lation incident to the cervical visualization, the 
complement-fixation test is of real assistance in 
establishing a diagnosis ; the test should be routinely 
performed. Intradermal tests with the gonococcal 
filtrates are not specific and, therefore, they are 
misleading. 

Many physicians, in order to establish a diag- 
nosis, aspirate some fluid from the affected joints 
or tendon sheaths, but this procedure, I believe, is 
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attendant with considerable risk to the patient. The 
gonococcus organisms are difficult to culture and 
isolate from such aspirated fluid, even though the 
joint spaces are washed carefully, and the resultant 
liquid centrifuged. The possibility of a second- 
ary infection makes a seemingly simple procedure 
fraught with danger. The above questionable diag- 
nostic procedure is nullified, however, when an 
acute purulent tenosynovitis occurs; for in such a 
case the treatment is surgical incision and drainage. 


SOME GENERAL CONSIDERATIONS 


A few general considerations must be disposed 
of first, for certain pertinent side issues continu- 
ally creep into the discussion and refuse to be 
ignored. The pregnancy must be considered as a 
complicating factor. The period of gestation is of 
importance; Royston’s?® four cases all developed 
their acute arthritis in the latter half of pregnancy, 
and my reported patient was in the twenty-ninth 
week of pregnancy; therefore, from the few re- 
ported cases the impression is obtained that the 
arthritic manifestations occur in the last trimester. 
Earlier writers*® believed that many spontaneous 
abortions occurring in the first trimester were 
caused by a gonorrheal infection, with the disease 
being contracted at or shortly after impregnation 
occurred. This infection, they believed, caused an 
endometritis and deciduitis which, if severe enough, 
would precipitate an abortion. The presence of a 
fetus complicates matters greatly, but suffice to 
say that, if it is possible for the patient to carry 
through to term, so much the better for the ulti- 
mate results. Any mechanical interference in the 
earlier months of pregnancy through the vagina, 
in order to induce an abortion, will unseal the route 
to the abdominal cavity. This permits the causal 
gonococcus an opportunity to initiate, and form the 
tubo-ovarian and pelvic manifestations so familiar 
to all gynecologists.1”?* Astrinsky and Grinner*® 
report 30 per cent of complications when induced 
abortion occurred in their series of cases of gonor- 
rhea. Gonorrheal arthritis is sown by an infected 
blood stream. Contiguous invasion from the in- 
fected Bartholin, Skene, and cervical glands is usu- 
ally prevented after conception by natural cervical 
barriers, but if these are destroyed by surgical 
or criminal interference the utero-tubo-abdominal 
passageway is again patent. Another cautioning 
factor against indiscriminate therapeutic abortions 
is the strong possibility of a secondary invader 
obtaining a foothold in the excellent pabulum cre- 
ated by the unavoidable trauma incident to the 
surgical interference. The most-feared organism 
is the hemolytic streptococcus.7 The resultant in- 
fection would also be augmented by the general 
lowered body resistance of the patient due to the 
infective arthritis. 

The available evidence indicates that the acute 
infectious process is due to the gonorrhea having 
been contracted after conception occurred. An old 
gonorrheal infection frequently prevents fertiliza- 
tion by occluding the fallopian tubes, while if the 
disease is localized in the lower genital tract, at- 
tenuation of the cocci may result. Williams” states 
that many puerperal fevers are flare-ups of a qui- 
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escent antepartum infection. The diminished viru- 
lence might be the result of conservative treatment 
if recognized, or again it might be the reaction due 
to an increased resistance on the part of the ma- 
ternal body defenses. When postconceptional in 
character, the invading organism is fresh and viru- 
lent, while the maternal tissues, being succulent 
and hypervascular due to the pregnancy,® offer an 
excellent medium for multiplication and for possi- 
ble invasion ; trauma to the vaginal mucosa or the 
cervix abets the infection. Several investigators ** 
have shown that pregnancy increases the resist- 
ance of the maternal body to disease; were it not 
for this fact ?® many more women would present 
the acute gonorrheal arthritic symptomatology. 
As it is, the disease is rare, whereas vaginal 
gonorrheal infections during pregnancy are quite 
common ; ** 2% 2122 Taussig* reported 5 to 10 per 
cent, Royston * 3 per cent, and Rorke ** 16 per 
cent of their clinical patients. 


TYPES 


Acute gonorrheal arthritis is either monoarticu- 
lar or polyarticular. Multiple joint involvement 
appears most frequently ; this fact is rather fortu- 
nate, for when one joint alone is diseased the 
course is frequently stormy, as an inflammation 
of the tendons and tendon sheaths may take place, 
and a high percentage of cases progress into a puru- 
lent tenosynovitis. If a purulent tenosynovitis 
supervenes, the original condition must be subordi- 
nated until adequate surgical measures **** have 
cleared away the septic infection between the ten- 
dons and delicate sheaths. Frequent, minute ex- 
amination of all involved joints and adjacent 
tendons is mandatory to circumvent such a chain 
of distressing events. 

The Neisserian organism appears to have a pre- 
dilection for the upper extremities in women, and 
for the lower members in males. The wrists, 
elbows, metacarpal and phalangeal joints, shoul- 
ders, sternoclavicular articulations and knees are 
attacked most frequently in women. Complete 
ankylosis of one or more joints is the most fear- 
some aftermath, and the condition to be guarded 
against. Royston ’® tells us that all four of his 
cases suffered some permanent damage ; Kanavel *° 
warns against the possible dire results after a gono- 
coccal arthritis. A vexing question is the problem 
of splinting the involved members; there is a 
wide diversity of opinion as to whether splints are 
necessary. 

TREATMENT 


Nature immobilizes diseased articulations and 
tendons rather effectively, but we can aid and 
encourage nature, and at the same time provide 
more comfort for the patient. When the elbow or 
wrist is involved—and these two constitute the 
commonest sites—logical treatment, based on ana- 
tomical considerations, is to apply a posterior arm 
supportive plaster splint with the elbow held in 
the mid-flexion attitude, the forearm in mid- 
supination, and the wrist assuming a slight dorsi- 
flexion. This type of support is easily removed 
so that passive and active massage may be insti- 
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tuted at the proper time.**> Involvement of distal 
extremities, likewise, demands adequate support 
of the involved members. The physician should be 
rather cautious, however, for splinted patients may 
rely overly much on this artificial rest, with the 
resultant freedom from discomfort. Atrophy oi 
muscle groups, tenosynofibrosis, and sometimes 
bony ankylosis takes place, a truly dire catastro- 
phe. Splint if necessary, but always encourage the 
patient to move her involved members within the 
angle of painless motion when the splint is removed. 
This slight activity will stimulate peripheral circu- 
lation, prevent marked muscle wasting, prevent 
and break up tendon adhesions, and will greatly 
lessen the danger of joint fixation. When these 
patients first present themselves for treatment, 
roentgen-ray studies of the affected joints should 
be taken, for then we have valuable comparison 
films for use at a later date. Films frequently show 
involvement of the bone in the form of an osteitis ; 
therefore, interval pictures will shed necessary 
information on the progression or retrogression 
of the disease. This being so, the roentgen films 
constitute valuable adjuvants in the treatment of 
the patient, for by their interpretation of the bony 
lesions the calcium-phosphorus therapy can be in- 
telligently administered. We should not forget that 
such records are also medico-legal safeguards for 
the doctor. 


Sagging, pendulous breasts require support. A 
snugly fitted uplift brassiere will give great reliei. 
My patient complained bitterly about her heavy 
breasts resting on the extremely tender bicep 
muscles, but when the pressure was relieved by 
an uplift brassiere she instantly remarked on the 
improvement. A minor point, but one which the 
patient heartily welcomed. 

The heart, like a good campaigner, frequently 
takes care of itself, but it behooves the physician 
to protect it throughout the tedious illness.2*?"? Ti 
the heart has been damaged by former infections. 
greater watchfulness is necessary, for the high 
fever and toxic condition multiply the work of the 
organ many times. Bodansky** says that an in- 
crease of one degree centigrade in the body tem- 
perature causes a rise in metabolism of about 13 
per cent. Lewis *® says that “rest is essential until 
active mischief is no longer suspected; an object 
of rest is to avoid strains of joints or increased 
work of the heart that may help to light up active 
trouble ; return to exercise must be very gradual.” 
The friendly counsel of a cardiologist is warmly 
appreciated in dealing with such a damaged heart 
during pregnancy *° when other contributing fac- 
tors are present. 


RECENT THERAPEUTIC MEASURES 


Modern therapeutic measures directed against 
gonorrheal arthritis in the nonpregnant state are 
now uniformly effective.**** When, however, we 
are forced to deal with a pregnant woman sutier- 
ing with an acute gonorrheal arthritis, we must 
of necessity modify one of the newest and most 
effective weapons in the therapeutic armamen- 
tarium, i. e., hyperpyrexia or hyperthermia. Under 
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the heading of hyperpyrexia, I shall only include: 
1. Hypertherm cabinets. The air-conditioned 
hypertherm cabinet is perhaps the best of the 
present-day apparatus, but as yet I believe it has not 
been manufactured commercially. Hench, et al.,*? 
report of this machine that, “of patients with 
gonorrheal arthritis, well over two-thirds are 
promptly cured, and practically none go without 
considerable relief.” Owens ** says: “Given pa- 
tients who can and will take the treatment, better 
than 80 per cent of gonococcic infections, regard- 
less of complications, may be absolutely cured in 
the space of two weeks.” 
2. Diathermy.**-*° 
(a) Contact metal electrodes. 
(b) High frequency alternating electric 
field. 
(1) Cable and coil; double cuff. 
(2) Electric-field electrodes. 
(3) Glass or composition, air-sepa- 
rated electrodes. 
(c) High frequency electromagnetic field. 
3. Hydrothermia.*!-** Total or partial immersion 
can be used. Various clinics advocate varying de- 
grees of heat, and different methods of application. 
4. Nonspecific foreign protein therapy. In this 
group, typhoid vaccine given I. V. has had the 
stellar role. Cecil, Friess, et al.,** report disappoint- 
ing results with malaria. Sterile milk injections * 
are not without danger to the patient. 


Systemic hyperthermia should not be used for 
the pregnant patient suffering from acute gonor- 
rheal arthritis, since the products of conception 
always suffer, and death of the fetus may occur 
when the body temperature is elevated, and sus- 
tained for any period of time. This fact is demon- 
strated by the many intra-uterine deaths caused by 
the various organisms which have, as one of their 
manifestations, the disturbance and elevation of the 
heat-regulatory mechanism. Pneumonia is an ex- 
ample. It is possible to modify some one of the 
above hyperthermic methods, but the physician 
must realize fully that the sensitive heat-regulatory 
centers in the gravid patient will tolerate less inter- 
ference, and that the line of demarcation between 
the normal and pathological is more obscure. Local 
hyperthermic measures will give some certain relief, 
but, as Harrison ** trenchantly puts it, “The pri- 
mary focus of infection should be treated first, 
then measures are instituted to sterilize the blood 
stream, and the joints are treated last of all.” Here 
diathermy produces beneficial results. 

It might be advisable here to inject a word of 
warning, as it has been shown that the improper 
usage of short-wave diathermy machines is not 
without real danger.®> 86 47 Cartilage is devoid of 
circulation and sensation, possessing neither pro- 
tecting nerves nor cooling blood vessels. If injured, 
articular cartilage has no power of regeneration, 
and little power of repair. When short-wave dia- 
thermy machines are used, particularly referring 
to the double-cuff application method, the above 
warning is real. Deeper tissues sustain higher tem- 
perature rises, so that if, for instance, the knee 
joint is under treatment, the physician must be 
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aware of the irreparable damage he may inflict to 
the articular cartilage of the knee. Some knowl- 
edge of electricity and physics is essential. Cardiac 
collapse, embolic phenomenon, hemorrhagic en- 
cephalitis, vascular collapse, and deterioration and 
hemorrhage of the suprarenal glands have all been 
encountered by those who have used this newer 
method of fever therapy. 

Extremely gratifying results are frequently en- 
countered when local roentgen-ray therapy is 
carried out by a competent roentgenologist.***° 
Adequate screening *' of the pelvic contents to 
avoid fetal and maternal damage is, of course, 
mandatory. Indiscriminate use of these roentgen 
rays might only show their harmful effect in later 
generations. Our reported patient responded more 
quickly to local x-ray therapy than to any other 
treatment ; we were most favorably impressed with 
the results obtained. 

In evaluating the results obtained by any of the 
hyperthermic methods we should realize that it is 
the production of heat, and heat alone, that aids; 
so far as now known, there is no specific bacterial 
action other than that produced by the increased 
rise of temperature.* 

Chemotherapy has its staunch partisans and 
equally fervent opponents. I have not used this 
debatable form of treatment. 

In regard to drugs, as with the hyperthermic 
measures, we are again confronted with the in- 
evitable question, will the fetus suffer damage? 
Naturally, the mother’s life must not be jeopardized 
nor her pain left unrelieved for want of administer- 
ing necessary sedatives or analgesics. The salicy- 
lates, opium derivatives, quinin, and the cincho- 
phens, judiciously used, will give considerable 
relief. Weak links in the maternal chain must be 
constantly sought for. Irritative drugs are prone 
to hurt an already damaged kidney; therefore, a 
daily urinalysis is indicated to pick up the first signs 
of a nephritic condition.* 

Multiple small blood transfusions and intra- 
venous 10 per cent dextrose are excellent sup- 
portive measures ; especially is this true during the 
high-fever stage. 


OTHER THERAPEUTIC FACTORS 


A brief listing of certain other cogent factors 
which will intrude themselves for solution are : the 
eradication, if possible, of the primary source of 
infection and the cleansing of other nonspecific foci 
of infection ; the choosing of a diet rich in vitamins 
and supplemented with some form of easily assimi- 
lated iron—trays which tempt the appetite and do 
not repulse; the approaching problem of vaginal 
delivery versus cesarean section ; if the birth is per 
vaginum, to safeguard the child’s eyes by adequate 
treatment, and if the baby is a female, to recall 
that the vagina of the new-born girl may be in- 
fected during the descent via the maternal birth 
canal; the baby should be bottle-fed from the start, 
to prevent any possibility of infection from the 


mother to the child, etc. Lamb * says that there is 


* I am now studying the effect of prontosil and prontolyn 
in relation to the above condition, and hope that I may be 
able to report the results later. 
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a short period during and after birth when the 
vaginae of female babies are difficult to infect with 
the gonococci, due to the influence exerted by the 
theelin contained in the maternal blood. If this is 
true, it would partially explain the relative rarity 
of gonorrheal vaginitis in the new-born baby girls, 
even following breech deliveries. 


PROGNOSIS 


A favorable prognosis depends, necessarily, on 
various pertinent factors, but we may postulate: 
that if the bony destruction is minimal, and the 
angle of movement only partially restricted; if 
the heart has not suffered additional damage; if 
the kidneys function satisfactorily ; if the primary 
source of infection has been adequately treated, 
and, finally, if the patient comes through the ordeal 
of labor successfully, then we may reasonably hold 
out the promise of a complete cure. 

All patients should be followed for varying inter- 
vals after their discharge from the hospital, for 
ambulatory treatment is always necessary. A 
prolonged convalescence, abetted by a general 
building-up regimen, spells for greater end-result 
success. 

REPORT OF CASE 


A case of acute gonorrheal arthritis complicating preg- 
nancy is hereby summarized: 

Mrs. G. B., a primiparous white American housewife of 
twenty-two, entered the San Francisco County Hospital on 
August 29, 1935. Her complaints were: Severe upper ex- 
tremity joint pain and stiffness for six days’ duration. She 
had never attended a prenatal clinic. 

Past History.—Resided in San Francisco for the past 
year. Previous to that she resided in Illinois, where she 
was born. She drank a moderate amount of alcohol up 
to the time she became pregnant. She had no menstrual 
irregularity until she became pregnant. L. M. P., Janu- 
ary 11, 1935. E. D. C., October 18, 1935. 

Present Illness——One and a half months prior to entry 
she first noticed a vaginal discharge which gradually be- 
came worse, and quite profuse during the past two weeks. 
Her husband had had gonorrhea. Was treated; no urethral 
discharge for some weeks. One week previous to hospital 
entry she noticed stiffness of back, neck, shoulders, legs, 
ankles, toes, and fingers; any movement was attendant 
with great pain. Two days later the stiffness and pain 
became localized in the elbows, which became slightly 
swollen and exquisitely tender. 

Physical Examination.—Temperature was 100 degrees 
Fahrenheit, pulse 130, respirations 22. A young woman, 
who cringed and whimpered if any attempt was made to 
examine her arms. 

The skin was moist and pale, and the excessive perspira- 
tion necessitated frequent changes of nightgowns. General- 
ized flea-bites. Heart sounds not unusual, rate 130; blood 
pressure, 125/85. Uterine fundus was 25 centimeters above 
the S. P. Position of fetus R. O. T. sounds regular, but 
rapid—at 160 per minute. The child’s head settled in the 
pelvis. Pelvic mensuration was within normal limits. The 
arms were held in half-flexion; shoulders, elbows, and 
wrists were exquisitely painful; some swelling at joints. 
Any attempt to examine the patient caused her to cry in 
an hysterical manner. There were no signs of a purulent 
tenosynovitis. 

Laboratory Work.—Urethral and cervical smears were 
positive for neisserian intracellularis. 

Complement-fixation test was positive. 
negative. 

Sedimentation time was eight minutes. Blood: Hemo- 
globin, 80 per cent; red blood cells, 4,830,000; white blood 
cells, 12,400; polymorphonuclears, 78 per cent; lympho- 
cytes, 22 per cent; type two, Moss. 

X-ray report showed osteitis of both margins of the 
symphysis pubis, both wrists and elbows. 


Wassermann, 
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Urine: Catheterized specimen showed many bacteria, 
but otherwise negative. 

Diagnosis. — Pregnancy, intra-uterine, seven months. 
Acute polyarticular arthritis, neisserian. Gonorrhea, sub- 
acute—skenitis, specific; cervicitis, specific. Tenosynovi- 
tis, bilateral wrists and elbows. 

Treatment.—Absolute bed rest. High vitamin diet sup- 
plemented with cod-liver oil and iron. Massive hot com- 
presses applied four times a day, from fingers to shoulders, 
with slight decrease of pain. Later on, local hot bakes 
by use of electric cradle; poor result. The arms were sup- 
ported with slings at first; later, posterior splints were 
applied, with great relief to the patient. Gentle massage to 
arms and shoulders three times a day, using oil of winter- 
green. Fluids forced to 4,000 to 5,000 cubic centimeters 
per day. One ounce of 6 per cent mercurochrome was in- 
jected into the vagina once every three days. Acetyl 
salicylic acid, sodium salicylate, and phenobarbital were 
the only drugs used. 

Five intramuscular injections of gonococcus filtrate were 
given, with only slight decrease of pain. The initial dose 
was 0.05 cubic centimeters, the last and largest dose was 
0.5 cubic centimeters. 

Nine intravenous injections of typhoid vaccine with the 
initial dose of ten million, and the final dose of five hun- 
dred million. After the first injection the temperature rose 
to 101.6 degrees Fahrenheit ; this was the highest elevation 
during the course. The second I. V. injection of vaccine 
was always given within half an hour after the primary 
rise; injections were given every other day. After the 
eighth injection the fetal heart became irregular and weak 
in quality ; when this irregularity was again repeated after 
the ninth treatment, it was deemed advisable to stop the 
vaccine medication. The clinical response to this form of 
therapy was disappointing. 

Six roentgen-ray treatments to the shoulders, elbows, 
and wrists were given before the patient delivered. Total 
dosage to each of the three mentioned areas was 450 r. 
When the patient returned to the ward after each exposure, 
she would always comment on the marked decrease of 
pain, and she stated, when she left the hospital, that the 
x-ray treatments had given her more relief than any other 
measure. 

After the first eight days of her hospital stay, the swing- 
ing temperature dropped to a normal level and did not rise 
again until the intravenous typhoid vaccine therapy was 
administered. 

Spontaneous labor pains began at 7:30 a. m., and at 
10:14 p. m. of the same day, October 26, 1935, she spontane- 
ously delivered a normal female baby. The patient was 
unable to use her arms to assist herself during the second 
stage of labor, and it was necessary to keep her under 
heavy pentobarbital sedation to relieve the arthritic pain 
in the arms, which was augmented by the labor pains. The 
female baby showed no congenital defects. Especial at- 
tention was paid to the eyes and the vagina, to prevent a 
contact gonorrheal infection. 

Course——During the third, fifth, and sixth days post- 
partum, she ran a slight fever; the highest point being 100 
degrees Fahrenheit on the third day, after which time the 
slight temperature rather quickly returned to a normal 
level. Although she lost very little blood during the de- 
livery, estimated at 250 cubic centimeters, the blood picture, 
postpartum, showed the following changes: 


October 27, 1935—Hemoglobin, 75 per cent (Sahli) ; red 
blood cells, 3,500,000; white blood cells, 7,900. 

October 30, 1935—Hemoglobin, 55 per cent (Sahli) ; red 
blood cells, 2,250,000; white blood cells, 6,600. 

November 5, 1935—Hemoglobin, 55 per cent (Sahli) : 
red blood cells, 3,600,000; white blood cells, 7,600. 

A transfusion of whole blood was started, but the patient 
complained so bitterly (ankle vessel had to be used) that 
the transfusion was terminated after 100 cubic centimeters 
had been run in. 

After a five weeks’ convalescence, she was discharged to 
the University of California Out-Patient Clinic for physio- 
therapy and for anti-gonorrheal treatment. On discharge 
she still presented some moderate restriction of movement 
of the left elbow and wrist, but the right arm had full and 
free motion; her general condition was fair; mental state 
was excellent. The uterus was found to be in a third de- 
gree retrodisplaced position and quite painful to move. The 
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hemoglobin content was only 55 per cent (Sahli), and the 
red cell count was 3,600,000. 


SUM MARY 


Presenting a few facts and ideas relative to 
the diagnosis and treatment of acute gonorrheal 
arthritis complicating pregnancy. 


A successful outcome for the mother and child 
is dependent on the drastic modification of modern 
medical therapeutics. The presence of a fetus ex- 
cludes several of our most efficient measures from 
the course of treatment. Especial emphasis is di- 
rected to the narrow margin of safety in relation 
to the use of medicinal and hyperthermic pro- 


cedures when confronted by this rather rare dis- , 


ease condition. 


A recent case report is presented for illustration. 
University of California Hospital. 
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DISCUSSION 


Kari L. Scuaupp, M.D. (490 Post Street, San Fran- 
cisco).—Acute gonorrheal arthritis complicating pregnancy 
is so rare that, in eighteen years at the San Francisco 
Hospital, the patient described by Doctor Upton is the only 
one I know to have been admitted for that condition. Per- 
sonally, I have never had the opportunity to treat such a 
patient. 

The patients that we see more often are those who flare 
up postpartum where there is not the complicating factor 
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of a living fetus. I believe the use of hyperpyrexia as a 
means of treatment to be dangerous to the fetus, as is 
shown by the number of premature labors with a high fetal 
mortality rate in patients who are suffering from pyelitis 
or other conditions with which high temperatures are 
associated. 


Doctor Upton’s discussion mentions the many patients 
who are known to have local infection, as shown by positive 
smears at some time during the prenatal period. It reminds 
us again of the need of vigorous treatment of all these 
patients, so that the local condition may be cleared up before 
there is systemic invasion. 

® 


Frances Baker, M.D. (University of California Hospi- 
tal, San Francisco).—It is very gratifying to read such a 
paper as this in which the subject is so carefully approached 
from every angle. There are a few points, however, upon 
which I wish to enlarge slightly, or to emphasize. 

Nature does immobilize involved joints, the muscles con- 
tracting into marked spasm where pain is acute. Usually, 


however, the position assumed is bad. The shoulder is ad- - 


ducted, being held close to the side so that abduction and 
rotation are very difficult to obtain. If the shoulder is 
splinted in abduction at 80 to 90 degrees, with some ex- 
ternal rotation, movement is much easier to obtain as pain 
decreases and pain is less where spasm can be relieved. 
The elbow is usually held flexed and pronated. If it fuses 
in this position, it is of little value; whereas even a stiff 
elbow held at 90 degrees in midposition between pronation 
and supination is valuable. A patient holds the wrist in 
palmar flexion, while dorsiflexion is necessary for grasp. 
Hips and knees will be flexed and feet extended, if per- 
mitted to remain in positions of comfort, while traction and 
splinting relieve strain and place joints in positions of least 
deformity. 

This orthopedic care is necessary and must be done early 
and not left, as Doctor Upton has quoted Harrison4® as 
saying, “until the last.” Orthopedic care can be carried on 
while search for infection is being made, and while the 
blood stream is being sterilized. 

I am glad that Doctor Upton has stressed the point that 
short-wave diathermy is not without danger. Diathermy 
is of value, but it is not a cure-all, as many seem led to 
believe. There is no point in using diathermy when radiant 
heat is as effective or even more so. It should never be 
used where there may be hemorrhage, as in pregnancy, 
during the menstrual period, where ulceration exists, etc. 
Diathermy is a valuable asset, but must be used as carefully 
as one does potent chemicals. 
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Witi1AM BEenBow Tuompson, M.D. (803 Wilshire 
Medical Building, Los Angeles).—It is extremely difficult 
to add anything of value to the excellent summarization 
concerning the treatment of gonorrheal arthritis. 


Unfortunately, the addition of pregnancy largely pre- 
vents the use of the various hyperthermia methods, since 
the maintenance of fever would probably destroy the preg- 
nancy and, with the casting off of the dead fetus, open an 
avenue through which the organism could progress into 
the uterus and its appendages. It is possible that the 
judicious employment of hydrothermia might give satis- 
factory results, especially since Pettit has recently pointed 
out that sterilization of the active focus can be effected 
almost as certainly with repeated small febrile reactions as 
with the prolonged temperature elevations obtained in 
electrical cabinets. This is, however, no more than a con- 
jecture and, since Upton has so clearly evaluated the bene- 
ficial results of other agents, it would seem inexpedient for 
the present to attempt other than the therapy outlined. 
Fortunately, the combination of pregnancy and gonorrheal 
arthritis is extremely rare. With a satisfactory result ob- 
tainable by one mode of treatment, there is little justifi- 


cation for experimentation unless this be well within the 
bounds of safety. 


In my opinion, the only agent which should be subjected 
to further investigation is the effect of sulfanilamid, and 
for that reason alone I might wish that Doctor Upton 
would have further opportunity for study of this perplex- 
ing problem. 
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THROMBOCYTOPENIC PURPURA 
HEMORRHAGICA* 


BLOOD STUDIES DURING INFECTIONS AFTER 
SPLENECTOMY FOR THROMBOCYTOPENIC 
PURPURA HEMORRHAGICA 
(INFECTIOUS ORIGIN ) 


By KennetH H. Apsort, M.D. 
Ontario, California 


Discussion by T. S. Kimball, M.D., Glendale; Robert 
E. Ramsay, M. D., Pasadena. 


LOOD studies before and after removal of the 

spleen have been made by a large number of 
investigators, but the literature fails to reveal blood 
studies during infections after splenectomy for 
thrombocytopenic purpura hemorrhagica (hemor- 
rhagic thrombopenia). However, the relation of 
the spleen to the defense mechanism of the body 
against infection is not a new idea. The spleen has 
long been known as the possible chief organ of the 
body’s immunological forces. Giffin and Hollo- 
way, McLean et al.,? and others, have called at- 
tention to the frequent occurrence of infections, 
both before and accompanying the onset of throm- 
bocytopenic purpura. That fatal infections occur 
after splenectomy has been shown by many writers ; 
for instance, one of Wollstein’s® patients (“N.V.’’) 
died of a pneumococcic meningitis sixteen months 
after splenectomy. It is my purpose to call at- 
tention to the infections occurring after splenec- 
tomy, and particularly to the changes seen in the 
cellular elements of the blood in a case of thrombo- 
cytopenic purpura. 


REPORT OF CASE 


G. S., a boy, five and one-half years old, complained, on 
January 9, 1935, of a sore throat. His mother thought he 
had fever. He went back to school in three days. Past 
history up to this time was negative. 

The sore throat and fever returned on January 15, and 
the cervical lymph glands became markedly enlarged and 
tender. When his physician was called, on the 18th, he 
had also developed a bright-red macular rash over the 
face, neck, and thorax, which soon spread over the whole 
body and then rapidly disappeared. No peeling of the 
skin followed the disappearance of the rash. His tempera- 
ture ranged from 102 to 104 degrees. The condition sub- 
sided in several days, and he was up and around the house 
on the 28th. 

He then developed, on February 2, a left otitis media 
Permission to do a paracentesis was refused until the 6th 
Following the paracentesis, improvement was continuous 
until February 9, when he had a severe epistaxis, and 
another on the next day. Purpuric spots were found on 
the skin overlying the sternum on the 11th. Thereupon he 
was moved to the hospital. 


The temperature was 102.6; pulse 120; and within the 
next twelve hours the purpuric spots had appeared over 
the whole body. The epistaxis continued. Blood exami- 
nations showed 3,000,000 red cells; 60 per cent hemo- 
globin; 10,300 white cells with 82 per cent neutrophils. 
13 per cent lymphocytes, and 5 per cent large mononu- 
clears. The platelet count was 122,000; coagulation time 
was nine minutes; clot retraction in five and one-half 
hours; and the fragility test was maximum at 0.38 per 
cent, and minimum at 0.34 per cent. 

A diagnosis was made of symptomatic purpura hemor- 
rhagica. 


*From the Department of Medicine of the College of 
Medical Evangelists, Loma Linda and Los Angeles. 
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The subsequent course was critical. Blood cultures taken 
later were ‘positive for Staphylococcus albus on repeated 
examinations. X-rays of the left mastoid region were 
cloudy. However, after repeated blood transfusions, and 
other treatment, he was greatly improved by March 9. The 
purpuric spots had entirely disappeared. All bleeding had 
stopped, and the platelet count had climbed to 368,000. The 
blood transfusions were discontinued, largely because of 
the lack of suitable donors. Immediately after discontinu- 
ing the transfusions, the platelet count began to drop, and 
had reached the low level of 66,000 by March 14. There 
was no further bleeding, however. His spleen was removed 
on the 19th. He recovered from the, operation without 
complications, and went home by ambulance on the 21st 
with a platelet count of 446,000. 

His tonsils were infected, and they were removed on 
April 25. Following this operation, he got along excellently 
through the summer, except for slight trouble with a 
chronic sinusitis, and was able to return to school in the fall. 

In December, 1935, he again had a left otitis media, from 
which he recovered after a paracentesis had been done. But 
on January 19, 1936, he had another attack from which he 
did not recover after a paracentesis, but which definitely 
developed into an acute mastoiditis. Mastoidectomy was 
done on the 29th. Immediately following this operation he 
was very seriously ill for a while, but later gradually im- 
proved until February 8, when he developed trouble in the 
right chest, which proved to be an empyema. This was 
treated by closed drainage. As he was recovering, follow- 
ing the mastoidectomy and the empyema, on March 14 he 
developed an acute appendicitis. Appendectomy was done. 
Following this, his convalescence was without further com- 
plications, and he was dismissed from the hospital on 
April 1, 1936. When last seen, in September of this year, 
he was in very good condition, having gained in weight, and 
was looking fine. Roentgenograms of his chest showed the 
empyema to have completely healed. 


Most of the blood findings have not been given 
above, as they are shown in the various charts in 
relation to his different infections. It was of in- 
terest that Cabot’s rings in the red cell were seen 
before splenectomy, and none thereafter. Nu- 
cleated erythrocytes were present during the anemia 
periods, as shown in the accompanying charts. 
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COMMENT 


As has already been mentioned, McLean? re- 
ported twenty-one cases of purpura in children, 
twelve patients giving a definite history of recent 
infection preceding the onset of hemorrhages. Nine 
of these had upper respiratory infections and six 
preceded the onset by a few days. it is of interest 
that his patient, who died on the twenty-fifth post- 
operative day, failed to show a rise in the blood 
platelet count. 

It was Frank* who showed that there was a 
group of purpura cases which had low blood plate- 
let counts. Kaznelson > demonstrated, in 1916, that 
splenectomy had a remarkably beneficial effect on 
those cases of purpura that had previously been 
shown by Frank to have a low blood platelet count. 
This stimulated considerable interest in this phase 
of the spleen problem. The rise in the platelet count 
has been found by all observers, both experi- 
mentally® and clinically,’ though the evidence varies 
as to the duration of the increase. Krumbhaar ° 
has demonstrated that the removal of the normal 
mammalian spleen causes a true, mild anemia, the 
appearance of nucleated red cells, and an increase 
in reticulocytes and in platelets. The latter begins 
about the sixth to eighth postsplenectomy day. 
Wollstein * did not find anemia in their splenectomy 
cases of thrombocytopenic purpura. A number of 
investigators ® have pointed out that the rise in the 
platelets begins immediately *° after the removal of 
the spleen in thrombocytopenic purpura patients, 
and the increase reaches a maximum in three to ten 
days. A million to over a million and a half plate- 
lets per cubic millimeter have frequently been re- 
ported, and the increased level is maintained at 
from 600,000 to 900,000 for many months. Daw- 
burn,’ Hueck,™ and Shore? have shown that a rise 
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Fig. 1—Graph showing changes in the formed elements 
of the blood just before and following splenectomy. 


in platelets about the sixth to eighth postoperative 
day occurs after any surgical operation with an 
equal amount of trauma to the tissues as occurs in 
a splenectomy operation. 

Holloway and Blackford,’ Cari,?* and Galloway ” 
have demonsrated a lowered platelet count in the 
splenic vein, as compared with that of the periph- 
eral veins, capillaries and splenic artery ; this, how- 
ever, has not always been demonstrated. Hollo- 
way‘ has reported the blood platelet count of the 
splenic vein is not normally below that of the splenic 
artery, but is usually slightly elevated above that 
of the arterial blood. This all is in support of the 
theory that the etiologic agent of “hemorrhagic 
thrombopenia” (McLean) is in some way related 
to an infectious process. Giffin’ suggests that it is 
a toxic material from an infectious process which 
rapidly destroys platelets. “The toxin affecting 
these changes is perhaps a secondary substance; 
the production of which is initiated by the patho- 
logical process; possibly some abortive substance 
originally designed to protect,” he says. 

Naegeli ** found that lymphocytosis is a constant 
sequel to the spleen. Wollstein * and others have 
noted an eosinophilia. There have been no satis- 
factory explanations for either one of these. 


ROLE OF THE SPLEEN 


All of these facts point to the spleen as a center 
for platelet destruction, a chief immunological 
organ ; and, possibly, a factor in the maturation of 
the red blood cells and in the control of the lympho- 
cytes in the peripheral blood. Our knowledge of 
the latter two is at present very meager, and cer- 
tainly far from settled. What the essential change 
or pathologic process is in the spleen that makes it 
destroy excessively large quantities of platelets (or 
in some way alter their useful nature), and what 
causes the increased permeability or fragility of 
the capillaries, all of which occur in purpura, still 
remain problematical, However, the case herein 
reported does suggest that the spleen is probably: 
(a) an organ of defense against infections; (b) it 
apparently controls the number of platelets in the 
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Fig. 2.—Graph showing the changes in the blood cells 
and hemoglobin during infections about one year after 
splenectomy. 


circulating blood, both in “time of peace and in 
times of infection.” 


It is evident that the diagnosis of the case herein 
reported was erroneous, for it was definitely of 
infectious origin. However, the observations fol- 
lowing splenectomy are interesting and tend to 
substantiate the above observations in that the 
platelet count increased immediately upon removal 
of the spleen (Figs. 1 and 3). It was also inter- 
esting to see the relation between each new in- 
fection, particularly the severity of the infection, 
and the platelet count. The platelets increased 
or decreased with each rise or fall in the white 
cell count, and with an equal clinically evident in- 
crease or abatement in the severity of an infection. 
There was, however, a lag of about twenty-four 
to forty-eight hours in the increase or decrease 
of the platelet count in respect to the leukocytes, 
as is shown in Fig. 2. This close relationship of 
the platelets to the leukocytes is evident even when 
one has considered the trauma of the operations 
performed on this patient, and the blood trans- 
fusions given him. Anemia was mild, but not of 
sufficient prominence to corroborate Krumbhaar’s 
findings of anemia in splenectomized mammalians. 
However, nucleated red cells and Sabot’s rings 
in red cells were seen before the splenectomy was 
done; the nucleated erythrocytes appeared appar- 
ently because of the anemia, as they reappeared 
with the anemia accompanying the postsplenec- 
tomy infections and have disappeared again now 
that he is apparently in good health. The mild 
eosinophilia reported by several authors was not 
encountered in this case. Our patient is keeping a 
high platelet count in the peripheral blood. This 
may be in part due to our laboratory’s method of 
determining the platelet count: they are made on 
venous blood, and we have found our determina- 
tions to be about 50,000 higher than those taken 
from capillary punctures. 


We have been of the opinion that, from the stand- 


point of infection, this patient was done more harm 
by the splenectomy than if he had received only 
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Fig. 3.—Showing rise in blood platelets immediately fol- 
lowing splenectomy. 


blood transfusions; since his purpura was proba- 
bly of infectious origin. 


SUMMARY 


1. A case of thrombocytopenic purpura hemor- 
rhagica, infectious origin, in a five and one-hali 
year old male, has been reported. Splenectomy was 
performed, which resulted in the expected rise in 
platelets and cessation of hemorrhages, In the year 
following this, the patient suffered several severe 
infections, during which blood studies showed a 
close relationship between the platelets and the 
leukocyte counts. 


2. The literature pertaining to infections and 
blood-cell findings, before and after splenectomy 
in hemorrhagic thrombopenia, has been reviewed. 
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DISCUSSION 


T. S. Krmsatt, M.D. (217 North Central Avenue, Glen- 
dale).—The case reported by Doctor Abbott is most inter- 
esting from a hematological point of view. I believe this 
case well illustrates what hematologists very often find but 
seldom report. Most cases of thrombocytopenic purpura 
are precipitated by acute infections, drugs, exposure or 
some other harmful agent, but the mechanism of platelet 
destruction is not understood at all. It has been a well- 
known fact that removal of the spleen in most cases causes 
an abrupt and marked rise in the number of platelets. On 
several occasions we have seen, at the Los Angeles County 
Hospital, cases following splenectomy which showed spon- 
taneous reduction in platelet counts during acute infections. 
It is also a well-known fact that, following a splenectomy, 
there is hyperplasia of the so-called reticulo-endothelial 
deposits in other parts of the body, and probably they func- 
tion in much the same manner as the spleen if it were 
present. 

No paper on this subject would be complete without 
mention of the excellent results obtained with the use of 
deep x-ray therapy over the spleen. This is much safer 
than splenectomy and seems to have all the benefits of that 
operation. 
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Rospert E. RamMsey, M.D. (65 North Madison Avenue, 
Pasadena ).—From the clinical symptoms and positive blood 
cultures, we may assume that the patient had a bacteremia. 
It is possible to explain his purpura as a manifestation of 
toxemia affecting bone marrow, spleen, and the perme- 
ability of blood vessels. It is noteworthy that hemorrhage 
had stopped before splenectomy was performed. It is, there- 
fore, seriously to be doubted whether a platelet count of 
60,000 was low enough to warrant splenectomy. The ability 
of this patient to surmount such an array of complications 
as later followed is remarkable, spleen or no spleen, and, to 
my mind, supports the supposition of foci of infection based 
on the original condition. The present condition of the 
patient indicates recovery from infection due to the eradi- 
cation of active foci, but is no assurance of freedom from 
subsequent infection. 


THROMBOCYTOPENIC PURPURA 
HEMORRHAGICA* 


TREATMENT WITH MASSIVE DOSES OF 
MOCCASIN SNAKE VENOM 


By Carty te P. IMerman, M.D. 
AND 
STANLEY W. ImMERMAN, M.D. 
Los Angeles 


Discussion by Ernest H. Falconer, M.D., San Fran- 
cisco; Cyrus C. Sturgis, M.D., Ann Arbor; V. R. Mason, 
M.D., Los Angeles. 


N 1928, Shwartzman’ described a phenomenon 

of skin reactivity (local hemorrhagic necrosis) 
to bacterial filtrates, which was produced when 
intradermal injections of these filtrates were fol- 
lowed at suitable intervals by intravenous injections. 
The use of moccasin snake venom in the treatment 
of hemorrhage was based on the experiments of 
Peck and Sobotka? in 1931. They demonstrated 
that if a period of from fourteen days to one month 
was allowed to elapse after the injection of rabbits 
with moccasin snake venom, a large number of the 
animals became refractory to the Shwartzman phe- 

* Read before the General Medicine Section of the Cali- 


fornia Medical Association at the sixty-sixth annual 
session, Del Monte, May 2-6, 1937. 
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nomenon. In 1932, Peck*® made an attempt to treat 
various hemorrhagic conditions with moccasin 
snake venom, and this clinical trial included five 
cases of thrombocytopenic purpura which exhibited 
such symptoms as epistaxis, purpura, and pro- 
longed and profuse menstrual periods. All of these 
cases showed definite clinical improvement. 


The following case is presented to demonstrate 
the remarkable effect of massive doses of moccasin 
snake venom administered to a patient with throm- 
bocytopenic purpura hemorrhagica, after the usual 
standard doses and blood transfusions had failed. 


REPORT OF CASE 


Male, age forty-seven years, complained of bleeding from 
the gums, purpuric spots under the skin and mucous mem- 
branes of the mouth, malaise, bloody urine, and tarry stools 
for a period of eight days. There was no family history of 
hemorrhagic diathesis. A tonsillectomy was performed in 
1930 without any unusual bleeding. Physical examination 
on September 3, 1936, revealed: temperature 100.6 degrees, 
pulse 120 per minute, respiration 28 per minute. The pa- 
tient was well nourished. The skin was very pale and there 
were numerous purpuric spots over the entire body, and 
buccal mucous membranes. The teeth were carious, and 
the gums presented marked pyorrhea and profuse hemor- 
rhage. The tonsils were absent. Heart and lungs were 
normal. Liver and spleen were not enlarged. The blood 
pressure was 100/60, and after the cuff was allowed to 
remain inflated for five minutes numerous ecchymoses were 
noted in the forearm below the cuff. The urine showed a 
heavy trace of albumin and a macroscopic hematuria. 


The blood examination revealed a marked secondary 
anemia, hemoglobin 57 per cent, erythrocytes 2,930,000, 
color index .97, leukocytes 10,800, and a normal differential. 
Stained smear showed a slight anisocytosis, and a few cells 
showed polychromatophilia, and stippling, and evidence of 
toxic changes. Platelet count was 18,000 per cubic milli- 
meter. Bleeding time was five minutes, coagulation time 
two and one-half minutes, and the clot showed nonretrac- 
tility. Fragility test was normal. The prognostic venom 
reaction ¢ elicited by the intradermal injection of 0.1 cubic 
centimeter of 1:3000 standardized moccasin snake venom, 
with a control of 0.1 cubic centiméter of physiologic so- 
lution of sodium chlorid, showed a positive capillary rup- 
ture with diffusion of blood into the tissues in one hour. 
Blood chemical examination of the stools was strongly 
positive. 

Therapy consisted of three subcutaneous injections of 
.3, .5, and 1 cubic centimeter, respectively, of moccasin 
snake venom, three whole-blood transfusions of 500 cubic 
centimeters each, and two intramuscular injections of 20 
cubic centimeters each of patient’s own blood. In spite of 
this treatment, the patient’s general condition became worse, 
bleeding from the gums became more profuse, and the 
platelet count dropped to 12,000 per cubic millimeter, hemo- 
globin 56 per cent, and erythrocytes 2,100,000. On Sep- 
tember 9, 1936, under general anesthesia, the carious teeth 
were extracted and the necrotic gum tissue was removed. 
A transfusion of 500 cubic centimeters of whole blood was 
given, and two hours later the patient went into shock; 
pulse 160, temperature 96 degrees, and blood pressure 
80/60, and the hemorrhage from the gums was enormous. 
At this time a 5 cubic centimeter dose of moccasin snake 
venom was given subcutaneously and the gums were tightly 
packed. Within twenty-four hours the gingival bleeding 
stopped completely, the platelet count rose to 18,660, and the 
patient’s general condition improved remarkably. Subse- 
quent therapy consisted of a one cubic centimeter dose of 
snake venom on September 13, 1936, a whole-blood trans- 
fusion of 500 cubic centimeters on September 14, 1936, 
three doses of 3 cubic centimeters each of intramuscular 
liver extract, and reduced iron grains seven and one-half 
three times daily orally. The platelet count rose steadily 
to 231,000 per cubic millimeter on the fourth day after the 
massive 5 cubic centimeter dose was given, and the pur- 
puric spots on the skin and buccal mucous membranes had 
completely disappeared, the urine showed no red blood cells 
and the stool was negative for occult blood. On the sixth 
day the platelet count was 302,000 per cubic millimeter, 
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hemoglobin was 62 per cent, and red blood cells 3,560,000. 
On the eighth day the prognostic venom reaction was nega- 
tive and the patient was discharged from the hospital. The 
patient was seen at subsequent intervals of every two 
weeks up to February 4, 1937. He was given a two cubic 
centimeter dose of moccasin snake venom and a one cubic 
centimeter dose of intramuscular liver extract on eacl 
occasion. On November 2, 1936, and November 16, 1930, 
the remaining teeth were extracted under general anes- 
thesia, and there was a prompt cessation of bleeding on 
each occasion in about two minutes. Darkfield showed 
positive Vincent’s spirillae and bacilli. The platelet count 
varied between 220,000 and 333,000. On February 4, 1937, 
the hemoglobin rose to 88 per cent and red blood cells to 
4,700,000. Bleeding time was one minute, coagulation time 
four and one-quarter minutes, and the prognostic venom 
reaction was negative. 


COMMENT 


1. This is a case of severe thrombocytopenic 
purpura hemorrhagica which may have been caused 
by carious and abscessed teeth, extreme pyorrhea 
alveolaris, and Vincent's angina. 


2. The patient’s general condition and blood 
picture became worse following the administration 
of the usual maximum standard doses of one cubic 
centimeter of moccasin snake venom, as suggested 
by Peck and Rosenthal,’ transfusions of whole 
blood and intramuscular injections of whole blood. 

3. It is plausible that the prompt cessation of 
bleeding, which occurred in twenty-four hours, and 
the marked hematological and clinical improvement, 
which occurred in four days, was due to the sub- 
cutaneous injection of a massive 5 cubic centimeter 
dose of moccasin snake venom. It is entirely possi- 
ble that large doses may accomplish spectacular 
results after smaller doses have failed, in view of 
the fact that the platelet count dropped, and bleed- 
ing became more profuse after three blood trans- 
fusions and three relatively small injections of 
snake venom, Although one cannot eliminate the 
fact that the platelets may normally fluctuate 
greatly, Sturgis® states that he cannot recall that 
he has ever seen the platelet count spontaneously 
increase as rapidly in any patient in a period of 
four days. 


4. The theory that moccasin snake venom 
achieves its results by acting directly on the blood 
vessels is substantiated by the experiments of Peck*® 
in 1932. This viewpoint is strengthened when one 
considers the fact that there was marked beneficial 
effect on the tendency to hemorrhage in cases with 
varied etiological factors, such as idiopathic epis- 
taxis,*** functional uterine bleeding,*:* toxic, ana- 
phylactic, and endocrinal purpura,** multiple he- 
reditary telangiectases,*> and in those cases of 
thrombocytopenic purpura hemorrhagica in which 
the platelet count did not rise appreciably.*** Peck 
and Rosenthal® stated that the severity of the dis- 
ease does not depend on the number of platelets, 
but more likely on the fundamental principles, such 
as a functional qualitative capacity of the capil- 
laries either in their contractile function or the 
character of their wall. Furthermore, certain pa- 
tients following splenectomy ® have failed to show 
subsequent hemorrhage even though the platelet 
count returned to its previous low level. However, 
in spite of these facts, it is possible that even 
though relatively small doses do not induce any 
definite change in the blood picture, large doses 
may cause an increase in platelets and thereby 
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hasten recovery in those cases in which there is a 
deficiency in regeneration of capillary walls. 


5. It is well to bear in mind that there are no 
contraindications to the use of moccasin snake 
venom. A hypersensitive individual may be de- 
sensitized according to the method of Peck and 
Rosenthal,® and exacerbations of the underlying 
conditions do not occur. Furthermore, this massive 
dose was given during a period of acute shock, and 
demonstrates that it can be given safely even under 
the most unfavorable conditions. 


SUMMARY 


1. This patient received the largest dose of moc- 
casin snake venom that has been reported in the 
literature. 

2. This massive 5 cubic centimeter dose was 
given during shock, without any danger to the 
patient, and was followed by prompt, rapid, clinical 
and hematological recovery. 


3. The rapid response and beneficial effect to the 
patient which occurred in four days cannot be ex- 
plained on the basis of a spontaneous remission. 
It cannot be stated whether large doses affect the 
capillary walls directly or whether the cure was 
due to the platelet regeneration. 

4. Massive doses should be tried in those cases 
that are refractive to the usual therapeutic meas- 
ures, and-before any surgical procedure as formi- 
dable as splenectomy is contemplated. 

5. The importance of the removal of all foci of 


infection, in spite of the bleeding tendency, is again 
emphasized. , 


6. The results of one case are not conclusive, 
but it is hoped that further cases will occur to sub- 
stantiate our observations that the suggested doses 


of moccasin snake venom are inadequate in certain 
cases, 
1680 North Vine Street. 
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DISCUSSION 


_Ernest H. Fatconer, M.D. (384 Post Street, San Fran- 
cisco).—To those of us interested in testing the therapeutic 
effects of moccasin-snake venom in thrombocytopenic pur- 
pura hemorrhagica, this report of Doctors Carlyle and 
Stanley Imerman furnishes food for thought. In our use 
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of the venom at the University of California Hematology 
Clinic, we have considered any favorable results that have 
occurred as due to tonic effects of the venom on the capil- 
laries. We have not found any significant increase in blood 
platelets following its use. Our dosage, however, has been 
even smaller than the recommended dose of one cubic centi- 
meter. One serious constitutional and local reaction fol- 
lowing the use of one-half cubic centimeter of moccasin 
venom has made us, perhaps, overly cautious in its use. 
The striking increase in platelets in the above reported 
case, therefore, certainly merits further investigation, par- 
ticularly from the experimental side. 
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Cyrus C. Sturais, M.D. (University of Michigan Medi- 
cal School, Ann Arbor).—The Doctors Imerman paper is 
of great interest to me, as it must be to anyone who has 
been confronted with the difficulty of managing patients 
with purpura who are bleeding extensively. I have always 
advised repeated transfusions as the procedure which is 
least harmful and the most likely to benefit the patient. It 
must be admitted, however, that this does not always con- 
trol the bleeding. While splenectomy may accomplish re- 
markable improvement, it should be attempted only after 
all other measures fail. This is because it is a radical oper- 
ation in a bleeding patient, and because it is not possible 
to predict, in any given case, that improvement will result. 

I have used moccasin-snake venom, but without striking 
success. It deserves more consideration and further trial. 
It is possible that, if a larger dose had been used, as in 
Doctor Imerman’s patient, better results might have been 
obtained. 
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V. R. Mason, M.D. (838 Pacific Mutual Building, Los 
Angeles).—The report of a single instance of a rare dis- 
ease treated by very large doses of a remedy whose phar- 
macological properties are not well known is of importance 
in urging others to do likewise with wisdom. However, 
in dealing with purpura of the thrombocytopenic type, it 
should be kept clearly in mind that the differentiation be- 
tween the essential and symptomatic types may be ex- 
tremely difficult or impossible even after the patient has 
been kept under observation for many months. The con- 
fusion jn the literature regarding the efficacy of various 
therapeutic procedures is produced by incomplete temporal 
observation and by failure to distinguish between sympto- 
matic relief and cure. In my experience with thrombocyto- 
penic purpuric states, startling results, both good and bad, 
have been frequent and usually unexpected. 

The case reported here probably should be classified as 
an example of a symptomatic thrombocytopenic purpura 
hemorrhagica, in which the snake venom tided the patient 
over the spectacular, but statistically not very dangerous, 
period of acute hemorrhagic manifestations. 


ENDOCRINE THERAPY IN ACNE VULGARIS* 


By H. J. Tempteton, M.D. 
AND 
STANLEY R. TruMAN, M.D. 
Oakland 


Discussion by Hans Lisser, M.D., San Francisco; 
Stanley O. Chambers, M.D., Los Angeles; Laurence R. 
Taussig, M.D., San Francisco. 


{t has always been a common belief among phy- 

sicians that there is some relationship between 
acne vulgaris and the functioning, or dysfunction- 
ing, of the endocrine glands. This belief is based 
upon certain well-established clinical observations, 
namely, that the onset of acne nearly always co- 
incides with the onset of puberty, that an extremely 
high percentage of young girls will develop a few 


* From the Department of Dermatology, Cowell Memorial 
Hospital, University of California, Berkeley. 

Read before the Dermatology and Syphilology Section 
of the California Medical Association at the sixty-sixth 
annual session, Del Monte, May 2-6, 1937. 
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acne lesions, or suffer from an exacerbation of 
their acne, at their menstrual periods, and that there 
is a tendency for acne to retrogress after puberty 
and during early married life. 


EARLIER DAYS OF ENDOCRINE THERAPY 


In the earlier days of endocrine therapy, a 
number of clinicians treated acne by means of the 
oral administration of the products then available, 
such as thyroid, ovarian, testicular, and adrenal ex- 
tracts. Their results were so uniformly discourag- 
ing that it is unnecessary to review the bibliography. 
Following these discouraging reports, endocrine 
therapy of acne fell into disuse. It was but natural, 
however, that when modern methods of determin- 
ing sex-gland activity were developed, and when 
accurately standardized, physiologically potent ex- 
tracts became available, physicians should again 
turn their attention to this type of treatment. 


LATER METHODS 


Inasmuch as it is possible to accurately measure 
the amount of estrogenic substance in the urine of 
female patients, it would seem logical to compare 
the amounts present in the urine of acne patients 
with the amounts present in the urine of normal 
controls. Then if a deficiency were found in the 
acne group, they could be treated by means of in- 
jections of accurately standardized estrogenic sub- 
stance. Reasoning along such lines, Rosenthal and 
Kurzrock! determined the amount of estrogenic 
substance in the urine of patients with acne. Estro- 
genic substances should be normally present in the 
urine of all women during their active sex life. 
These workers found that it was absent in twenty- 
seven, normal in six, and in a small quantity in 
one. No gonadtropic substance was demonstrated 
in any of these urines. Rosenthal? then treated a 
series of thirty-eight acne patients by injections of 
estrogenic substance. Of these, thirteen patients 
definitely improved, ten showed slight improve- 
ment, and fifteen failed to improve. Van Studdi- 
ford * treated fifteen patients with estrogenic sub- 
stance and reported that eleven of them improved. 
He treated another series of sixteen patients with 
a gonadtropic substance given postmenstrually, 
along with estrogenic substance given premenstru- 
ally. Eight of these patients improved. Lawrence * 
treated thirty patients (ten males and twenty 
females) with a gonadtropic substance (antuitrin 
“S”). Ten of these patients were cured, eleven 
were much improved, while seven showed only 
moderate improvement. 

OTHER REPORTS 

The above reports give the brighter side of the 
picture. Less encouraging results were reported 
by Michael,® who stated: “. twenty-six females 
have received what may be considered as reason- 
ably good opotherapy the therapeutic results 
have been poor and discouraging.” It should be 
noted that Michael was working along with a gyne- 
cologist in order to determine the type of endocrine 
needed by each patient, and that these were modern 
products. 
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McCarthy * treated a large series of patients with 
modern hormone preparations such as antuitrin 
“S” and theelin. He concluded, “hormonal therapy 
is of no value in acne vulgaris except in the recur- 
rent papulopustular types that have been previous], 
treated with sufficient x-ray.” 


AUTHOR’S SERIES 
Group A: 

Seventeen college students—nine boys and eight 
girls—constituted one series. They presented acne 
vulgaris of various degrees of severity. Most of 
them had been treated previously with various local 
applications. Several had had x-ray, and/or ultra- 
violet light, and/or estrogenic substance, and had 
not responded favorably. 


Photographs were taken of most of the patients 
before treatment was begun, in order to establish 
a base line for future comparison. Then 200 rat 
units of anterior pituitary-like substance of preg- 
nancy urine (antuitrin “S’)* was injected three 
times a week. Absolutely no other treatment, either 
local or general, was given. The injections were 
given over periods of six to eighteen weeks, for 
an average of ten weeks. 

Ten of the group showed no improvement. Of 
the seven who improved, none were completely 
cured; four improved 33 per cent; one improved 
50 per cent, and two improved 66 per cent. 

In those showing improvement there was no cor- 
relation between length of treatment and improve- 
ment, except that most of the improvement seemed 
to take place in the first three or four weeks of 
treatment. 

Those patients who showed no improvement 
were treated as follows: twelve weeks, one; eleven 
weeks, three; ten weeks, one; nine weeks, two: 
eight weeks, two; seven weeks, one. 

Group B: 

Another series of twenty-two patients, all female 
college students, was treated by injections of estro- 
genic substance (amniotin )* and 2000 international 
units were given at approximately weekly inter- 
vals. An average of nine injections were given 
each patient, the number varying from six to nine- 
teen injections. 

Eleven of the group showed no improvement 
Of the eleven who improved, none were completely 
cured; two improved 33 per cent; five improved 
50 per cent ; and two improved 66 per cent. 

A clinical impression that we gained while ob- 
serving those patients treated with antuitrin “S” 
was that there was a certain indefinable improve- 
ment in the texture of the skin of a number of the 
patients. This somewhat resembled the softening 
in skin texture seen in hypothyroid patients when 
they are given thyroid. 


COM MENT 


Although a certain number of these patients 
showed improvement, the results were certain|\ 
tar interior to orthodox dermatologic-roentgen 


* Furnished through the courtesy of Parke, Davis & Co 


7 Furnished through the courtesy of E. R. Squibb and 
Sons. 
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therapy. And yet, the improvement which did re- 
sult encourages us in our belief that acne is related 
to the endocrine system, and that further experi- 
ments with endocrine therapy are in order. 


However, when only 50 per cent or less show 
any improvement and none show complete re- 
mission, the physician who undertakes the treat- 
ment of an individual with anterior pituitary-like 
substance of pregnancy urine or estrogenic sub- 
stance is promising less chance of cure than the 
average patient is willing to take. Until it is possi- 
ble to determine which gland preparation to use, 
which patient will respond, and how much to give, 
it would seem wise to refer endocrine therapy in 
acne back to the field of research problems, 


3115 Webster Street. 
1904 Franklin Street 
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DISCUSSION 


Hans Lisser, M.D. (384 Post Street, San Francisco).— 
Naturally, I am in entire agreement with Doctor Temple- 
ton in his postulation of the theory that, in all likelihood, 
there is an endocrine background for acne. Its almost in- 
variable appearance at puberty, and its continuance for a 
varying number of years thereafter, are suggestive evi- 
dence of such a relationship. It is also pertinent and inter- 
esting that in cases of sexual precocity, where adult sex 
characters appear in the first few years of life, acne like- 
wise accompanies this. It has also been noted that adult 
women who, let us say, have been menstruating normally 
and who had not suffered from acne, and who in their thir- 
ties develop Cushing’s syndrome with amenorrhea, hetero- 
sexual hypertrichosis, obesity, hypertension, etc., acne 
makes its appearance with this endocrine upheaval. There 
is, therefore, considerable clinical experience to justify the 
assumption that acne has endocrine affiliations. The pre- 
cise relationship, however, remains to be determined. The 
situation is comparable to migraine which commonly begins 
at adolescence, and in women, at least, disappears with 
menopause. One is also reminded of the sudden appearance 
of dental caries in the ’teen age, despite regular and con- 
scientious dental care all through childhood. 

Doctor Templeton deserves credit for having made a 
clean-cut attempt to evaluate a specific type of endocrine 
therapy in acne. His results are not particularly favorable. 
his indicates merely that prolan injections do not solve 
the endocrine problem of acne. That some other organo- 
therapy might be more effectual remains to be proved. 


Acting on the assumption that there is some relationship 
between ductless gland disturbances and acne, granting 
that for the present this remains a vague one, I have for 
many years investigated, from an endocrine standpoint, a 
great number of boys and girls who have suffered from 
acne; they do not fit into any single endocrine type or endo- 
crinopathy. Accordingly, I have treated them with the 
endocrine products they seemed to need in the hope that 
this would also have a beneficial influence on the acne. My 
clinical impression of all this can be summed up as follows : 
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that neither endocrine therapy alone, nor dermatological 
procedures alone, evoke the best results; but that the utili- 
zation of both maneuvres, coincidentally, achieve better 
effects than either alone. However, I must repeat that the 
endocrine therapy must be individualized for the particular 
case. In other words, as yet there is no specific endocrine 
treatment for acne; but codperation by dermatologist and 
internist (endocrinologist) is desirable. 

STanLEY O. CHAMBERS, M.D. (826 Roosevelt Building, 
Los Angeles ).—From other sources, as well as this rather 
complete study by Doctor Templeton, it would seem most 
rational to question the use and effectiveness of endocrine 
medication in the treatment of acne, regardless of its type. 
It is, however, difficult not to believe that the endocrine 
mechanism plays a part in its development. This part 
which the endocrines play must by quite different from the 
effect of these agents as we visualize it clinically and in 
the laboratory today. An increase in skin function would 
be directly opposed to our present dermatologic efforts, 
for we feel that the development of the acne papule is the 
result of a hyperactivity of the cutaneous gland. I believe 
we have sensed a relation between the disease and the endo- 
crines. In neglecting the two principles which I have just 
noted, we have tried to utilize an agent in the treatment of 
acne because of its specificity in affecting the endocrine 
mechanism in other abnormal states. 

With the publication of recent data relative to the effect 
of endocrine substances on other glandular tissue, and the 
favoring of malignant tendencies in these tissues, we have 
further reasons for caution in the use of these substances 
for the treatment of acne. 

If these were partial evidence of specificity, then the 
assuming of some risk would seem warranted. 

& 

LaurRENCE R. Taussic, M.D. (384 Post Street, San 
Francisco).—Acne vulgaris is one of the most common 
cutaneous diseases with which we have to deal. It is very 
distressing to the patient, and the methods of treatment 
available are far from ideal. The eruption undoubtedly is 
the result of a combination of factors rather than of some 
single factor. Furthermore, these factors are not constant, 
but vary from patient to patient. One important factor is 
very possibly coupled with the sex hormones. It is note- 
worthy, however, that eunuchs do not have acne as a rule. 
Carefully controlled research, such as this, is of distinct 
value. The only possible criticism is that the dose of antui- 
trin “S” given was not very large, and the dose of amniotin 
was quite low. It might be worth while to repeat these 
series, giving a considerably higher dosage in each group. 
I am wholly in accord with the author’s conclusion that 
the evidence presented does not warrant the indiscriminate 
use of these hormones in the treatment of acne. 
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37 Ropert A. Powers, M.D. 
Palo Alto 


Discussion by R. R. Newell, M.D., San Francisco; 
Robert S. Stone, M.D., San Francisco; L. H. Garland, 
M.D., San Francisco. 


HE rotating anode x-ray tube was developed 

to meet the modern demand for a heavy-duty 
tube with a small focal spot. These observations 
will consist entirely of a few notes on actual ex- 
perience with the new tube and reactions thereto. 
A splendid and complete description of the tube is 
available in the manufacturer’s announcement.* 
The principle of construction is, of course, familiar 
to all radiologists, and will not be discussed here. 


* Read before the Radiology Section of the California 
Medical Association at the sixty-sixth annual session, Del 
Monte, May 2-6, 1937. 

+ The General Electric X-Ray Corporation. The foreign 
“Rotalix” tube, manufactured by Phillips, is not herein 
discussed. 
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Essentially the tube is shock-proof, oil-immersed, 


and has two focal spots of the amazing size of one 
and two millimeters. 


ADVANTAGES OF THE TUBE 


A tube with a two-millimeter focal spot, capable 
of delivering 500 ma. at 80 KVP for one-thirtieth 
second, excites the imagination of the radiologist, 
and opens up new vistas as to the future possibili- 
ties in radiological diagnosis. Needless to state, 
these improvements in diagnosis will be limited to 
those parts which cannot be adequately immobil- 
ized (heart, lungs, abdominal organs), and to chil- 
dren and those patients whose movements cannot 
be controlled. To discuss some of the advantages 
of the tube: In lung examinations the high milli- 
amperage available makes possible the use of ex- 
tremely low kilovoltage resulting in high contrast 
with increased visibility of small parenchymal 
densities. In cases of lung consolidation, Bucky 
diaphragm exposures can be made in a very short 
time. Lateral chest examinations, even with the 
Bucky grid, can be made in as little as one-sixth 
second. Cardiac valve and coronary artery calcifi- 
cations should be much more easily demonstrated. 
In filming children’s chests the tube is invaluable, 
especially when using grid technique. Excellent 
p. a. projections may be obtained in as little as 
1/120 second. The tube is especially valuable in 
children’s mastoid examinations. Here the combi- 
nation of high speed, good contrast, and finest de- 
tail is essential and the tube fulfills every demand. 


Gastro-intestinal and gall-bladder diagnosis are 
greatly enhanced, and lateral stomach examinations 
on the Bucky grid can be made in as little as one- 
fifth second. On nervous and “jittery” patients, 
exposure time can be cut to a minimum and motion 
“stopped.” An instance of the tube’s value in this 
type of patient occurred shortly after its arrival. 
At previous examinations we had found extensive 
caries, involving one of the vertebra, We were 
never able to completely immobilize the patient, 
however, and it was impossible to determine the 
amount of bone destruction present. Examination 
with the new tube demonstrated normal bone tra- 
beculae throughout most of the vertebra, whereas 
previous films had suggested rather extensive dis- 
ease. Treatment could be planned accordingly. 
Having used the tube for only a short time, we have 
barely approached the optimum in technique, but 
feel that with additional experience and exchange 


of ideas our roentgenological work will be greatly 
improved. 


LESS DESIRABLE CHARACTERISTICS 


Having briefly discussed some of the many ad- 
vantages of the tube, I will touch on some of the 
less desirable characteristics, necessary to the type 
of construction. The tube is quite heavy, weighing 
fifty-eight to sixty pounds. Average tube stands 
are inadequate. The stand at present provided by 
the manufacturer has an insufficient up-and-down 
range, as the tube can be lowered only to a point 
51% inches above the floor. This is inadequate 
and makes impossible many routine technical pro- 
cedures. 
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The motor in the tube causes a slight vibration 
which can be felt with the hand. The amount of 
vibration increases the size of the focal spot, but 
our tests show this to be negligible. The motor in 
the tube also makes a moderate amount of noise. 
As aptly stated by the service man, “It sounds like 
a kid going down the street on roller skates.” This 
noise is a little disturbing to nervous patients, who 
may tense-up. In discussing the motor, it should 
be stated that the manufacturer’s instructions state 
that the total time of rotation should not exceed 
one minute in any three-minute interval. Also the 
exposure should not be made until the motor has 
been in operation one second, but not more than a 
few seconds. This requires quick work on the part 
of the technician. 

The filament current ranges from 3.5 to 5.7 am- 
peres, requiring recalibration of the average amme- 
ter, which only goes to 5 amperes. The ammeter 
divisions must be fine, as the slightest deviation 
may result in an error of 25 to 50 milliamperes. 
The manufacturer has provided a chart for preset- 
ting the ammeter value, or a ballistic meter may be 
used. 

DETERMINATION OF HEAT UNITS 


Cooling is a problem in this type construction: 
50,000 heat units is the maximum permissible in 
any five-minute interval. We have determined the 
number of heat units generated in the various types 
of routine examination as follows: 


No. of 
Films 


Heat 


Type of Examination Units 


Stereoscopic skull study 8 75,360 
65,020 


27,700 
68,352 


14,702 
16,071 

5,592 
47,720 


Paranasal sinuses 5 


Fast films 16 
Teeth ...... } Radiatized films 16 


Stomach (average) 


3rid films ..............(average) 


(average) 


Spine—lumbar 


As a five-minute rest period is required following 
the storage of 50,000 heat units (or one sinus ex- 
amination), busy clinics must have another tube 
unit available during the cooling interval. 


TARGET ANGLE 


Due to the type of anode construction, the target 
angle is set at 15 degrees. At the average distance 
used, this covers a limited area of film. Film areas 
covered are as follows: 


Minimum 


Film Size Focal-Film Distance 


8x10 22% inches 


10x 12 26 inches 
11x 14 30 inches 


14x17 36 =6inches 


This is a minor disadvantage, however, as most 
films may be exposed at 36 inches. 
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The voltage permissible through the tube is 90 
KVP. With the high milliamperage available, how- 
ever, this appears entirely adequate. 


SUMMARY 


We have found the new rotating anode x-ray 
tube a valuable addition to diagnostic x-ray equip- 
ment, particularly in the examination of the heart 
and lungs, children, and nervous patients. 

Disadvantages inherent in the type of construc- 
tion are briefly discussed. 

Medico-Dental Building. 


DISCUSSION 


R. R. Newetit, M.D. (Stanford University Hospital, 
San Francisco).—Phillips Company in Holland has made 
a successful rotating anode tube for eight years. Only with 
General Electric Company’s announcement of their double- 
focus, oil-immersed tube, did it become evident that rotating 
anode would be applicable to all radiography. Doctor 
Powers is to be congratulated for installing one of these 
as soon as he could get it. 


Doctor Powers’ paper well sets forth the advantages of 
this tube—advantages shared, of course, by the Phillips 
tube which is now being made in the United States, and is 
available with double focus. In our experience the work 
of this tube is so much superior that, for most examinations, 
one becomes dissatisfied with films made with stationary 
anode. 


The fine focus is the one to use. Very rarely should one 
choose the two-millimeter focal spot. I am publishing in 
Radiology a discussion of optimum technique for showing 
detail in the lung field. Even if that means that one must 
move the tube up to one meter distance, still one should 
choose the one-millimeter focal spot. 

The rotating anode tube is definitely expendable equip- 
ment, being good for only about ten thousand exposures. 
Replacements are costly. But even so, the additional cost 
per exposure is only about five cents. This is a small frac- 
tion of the total cost of the examination, and we ought 
not to begrudge it, considering the betterment in the radio- 
graphs. 

% 


Rosert S. Stone, M.D. (University of California Hospi- 
tal, San Francisco).—Doctor Powers has given us a very 
careful description of the rotating anode tube, showing its 
advantages and disadvantages. There have been some dis- 
advantages in every x-ray tube so far produced. I think 
that in the rotating anode tube the disadvantages are less 
than in any tube previously produced, and the advantages 
are so much greater than anything before available that 
they far outweigh the disadvantages. The only objection 
I have to the rotating anode tube that is in use at the Uni- 
versity of California Hospital is that it produces films of 
such sharpness in detail that films from other tubes seem 
to be of poor quality, and we are continually blaming the 
technicians for not getting better films. It is my feeling that 
just as soon as we are financially able, we will have rotating 
anode tubes in all of the diagnostic services. 


% 


L. H. Gartanp, M.D. (450 Sutter Street, San Fran- 
cisco).—The early diagnosis of many diseases depends upon 
their early detection by the roentgenologist. The finer the 
detail obtainable in a given set of roentgenograms the more 
probable it is that early disease will be detected. During 
the last decade the research departments of film, chemical 
and equipment manufacturing companies, have given us 
steadily improving tools with which to detect early disease. 
We now have excellent high speed, nonscreen x-ray films, 
tast developer solutions, and high output x-ray equipment. 
For several years it has been my privilege to use a 1000 
milliampere 140 KV diagnostic x-ray unit. The impulse 
timer designed for this unit permits the use of very short 
exposures and thereby the satisfactory reproduction of 
detail in fast-moving regions such as the left lower lobe of 
the lung and the small bowel. Until recently it was neces- 
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sary to use a rather large, fixed focal spot with this type 
of equipment, but, as Doctor Powers has mentioned, with 
the introduction of the rotating target tube it is now possi- 
ble to use small focal spots with extremely short exposure 
times. There is no doubt that the earlier diagnosis of 
common lesions, such as pulmonary tuberculosis, osteo- 
myelitis, and metastatic carcinoma of bone, will be im- 
mensely facilitated by the new tube. It is still somewhat 
limited in the voltage that can be applied to it, but no doubt 
this will be improved with time. 

In order to utilize the advantages of the small focal spot 
of the rotating anode tube to the fullest, it is necessary to 
use nonscreen film. It is well known that intensifying 
screens obliterate fine detail. Unfortunately, the increase 
in exposure time necessary in the case of thick patients or 
thick parts limits the use of nonscreen film to patients 
weighing less than 140 pounds, or at the present time to 
thinner portions of the body. (See Files, G. W., Radiology, 
p. 582, November, 1937.) When the speed of nonscreen 
films has been increased, then physicians possessing both 
rotating anode tubes and high-speed Buckys will be able 
to do a quality of general radiographic work which is as 
good as can now be done with extremities. Nonscreen films 
can be magnified and almost “microscopic” detail studied 
in them. The detection of the fine nodulation of early sili- 
cosis, the tiny cholesterin calculi of early cholelithiasis and 
the first trabecular thinning of osteomyelitis, are but three 
examples of the potential usefulness of this new weapon. 

The diagnostic possibilities opened up by this tube are 
such that it is imperative to consider the economic situation 
involved. The increasing distribution throughout lay and 
professional fields of small x-ray units, by high pressure 
manufacturers, has resulted in much routine work being 
“taken away” from the radiologist’s domain; it was by this 
very routine work that his main overhead was defrayed. 
The investment involved in the installation of rotating anode 
tube equipment is approximately as follows: high milli- 
amperage transformer unit, impulse timer, rotating anode 
tube with tube support and rail, $6,000; vertical high-speed 
Bucky, mounted, $700; a total investment of $6,700. The 
tube itself is a minor cost; it is the equipment to operate 
it efficiently and make proper use of it that is expensive. 
It is to be hoped that dissemination of small units will de- 
crease in order that patients may have a better chance of 
having their x-ray examinations conducted under proper 
circumstances. Only by reasonable concentration of x-ray 
work in properly equipped medical specialists’ hands can 
such circumstances exist. Doctor Powers is to be con- 
gratulated on his distinction of having been the first radi- 
ologist in the Bay district to install a double-focus rotating 
anode x-ray tube. 


RECONSTRUCTION OF THE ENLARGED 
BREAST * 


By H. O. Bames, M.D. 
Los Angeles 
Discussion by John Hunt Shephard, M. D., San Jose; 


Nelson J. Howard, M. D., San Francisco; Arthur E. Smith, 
M. D., Los Angeles. 


IN two papers, published last year, I presented a 
review of general considerations involved in 
plastic operations of the breast; technique was 
stated only in general terms.” ? 

Today I submit in film and words the operative 


technique, as well as preoperative preparation and 
postoperative results. 


For the purpose of this paper, we consider as 
enlarged any breast which is larger than its owner 
desires, regardless of whether relief is requested on 
the basis of physical symptoms or mental distress 





* Read before the General Surgery Section of the Cali- 
fornia Medical Association at the sixty-sixth annual ses- 
sion, Del Monte, May 2-6, 1937. 
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Fig. 1.—Front and three-quarter profile, showing con- 
dition and progress in various stages. 

Column 1 shows symmetrical hypertrophy of both breasts, 
about one-third larger than would be normal for the size 
of her body ; degree of ptosis is three inches below anatomi- 
cal lower border. 

Column 2 shows preoperative marking of incision lines, 
denoting new locus of nipple; circumcision line of areola; 
anterior line of new lower border with inverted “V"’; pos- 
terior lower border is not visible, but parallels the new 
anterior border and coincides with the normal anatomical 
lower border of the breast. The dotted line denotes the 
upper limit of the area to be undermined for the new bed 
of the gland. 

Column 3 shows the reconstructed breast three weeks 
after operation, reduced in size, secured in normal position. 
All incision lines and suture marks obviously noticeable. 

Column 4, result a year later shows normal size, position, 
and esthetic contour well maintained. 


over the abnormal development ; regardless also of 
whether the enlargement and ptosis is only relative, 
or whether it amounts to actual gross deformity, 
for the technique of correction is essentially the 
same. 

We assume also that a careful examination has 


proved the breast mass free of all pathology, except 
fatty infiltration or benign glandular hy pertrophy. 


Let us, therefore, proceed with the running of 
the film. 


INSPECTION 


We note that both breasts are about one-fourth 
larger than seems normal for this body, and that 
there is a ptosis of fully three inches. We note also 
that the areola has enl irged to twice the average 
size. 

DELINEATION 


Determining the new locus of the nipple is more 
by sculptural visualization than by actual measure- 
ments, with reference to certain anatomical land- 
marks. With the patient in the upright posture, 
we mark, with brilliant green, a circle 1% inches in 
diameter, denoting the new locus. Next, the new 
size of the areola is marked, and while we make it 
smaller than its present size, we leave it actually 
larger than the above circle to allow for shrinkage 
from its overstretched condition. Experience has 
shown that a nipple formerly devoid of sensation 
and reaction can thus regain its normal irritability. 

\ third line is made along the normal infra- 
mammary groove, and a fourth one paralleling this 
third line upon the anterior surface of the breast, 
these two lines becoming confluent at their mesial 
and lateral termination. 

The fifth delineation marks an inverted “V” 
from the new nipple locus to the lower border, suffi- 


ciently wide to take out the lateral redundancy of 
skin. 
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OPERATION 

Skin incisions follow exactly these delineations. 
The gland is freed of all its overlying skin, except- 
ing the nipple and areola, the attachment of which 
to its blood and nerve supply is most carefull) 
guarded. In furtherance of this object, the peri- 
areolar skin ablation is made very superficial. The 
new bed for the gland is prepared by blunt dis- 
section with the hot gauze sponge. 

Proceeding next to reduce the size of the gland. 
we remove a sector representing approximately 
one-fourth of the mass, endeavoring to make the 
section between acini rather than across them, 
palpation acting as guide. The section is usually 
taken from the inferolateral area, as we thereby 
gain a better esthetic form. By closing this de- 
fect with a few interrupted sutures, we restore 
peripheral continuity and recreate the normal coni- 
cal contour of the gland. 

Had the enlargement been due to fatty infiltra- 
tion instead of glandular hypertrophy, we would 
have ablated the periglandular fat and left the gland 
itself undisturbed. 

We next close the “V” incision and thereby cre- 
ate a covering flap of skin which admirably fits 
upon the conical contour. 

The gland is now transposed upward in its new 
bed, the nipple and areola emerging in the new locus 
and secured there with a row of interrupted sutures. 

The fascia of the lower border is coapted with 
interrupted, nonabsorbable sutures, and the skin 
wound closed with a running lock suture. 

A rubber drain is placed through this wound into 
the new bed, and left in place twenty-four to forty- 
eight hours. 

Normal location of the gland is obtained by accu- 
rate planning of the new bed and its conical cover- 
ing, rather than by suturing to the fascia. Experi- 
ence has proved this to be an even better guard 
against recurring ptosis than fixation to the pectoral 
fascia. 

EVALUATION OF RESULTS 

In submitting this technique for discussion, may 
we suggest that it be checked by the results obtained, 
as shown in the closing scene of the film, which 
shows the patient four months after operation. 

On the serial photograph, the first line repre- 
sents front and profile of the condition complained 
of. Second line: with preoperative delineation of 
incision lines. Third line: four weeks postopera- 
tive. Fourth line: twelve months postoperative. 


SUMMARY 

The actual technique of reconstructing the en- 
larged and ptosed breast is submitted in word and 
Kodachrome film. 

Sculptural visualization, more than anything else. 
is relied upon to secure good esthetic form and firm 
anatomical fixation. 

Nipple, areola, and remaining gland tissue 0 
transferred to their new locus, with blood and 
nerve supply practically unimpaired, making the 
reconstruction a true one in form as well as nervous 
sensibility. Lactation, in so far as this function 
existed residually in the breast before the oper- 
ation, is practically uninfluenced by the operation. 
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Scars are held to a minimum of noticeability 
by suitable planning of the incision lines, and by 
placing all tension of approximation on the fascia 
instead of the skin. 
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727 West Seventh Street. 
DISCUSSION 


JoHNn Hunt SHepHarp, M.D. ( Medico-Dental Building, 
San Jose).—While enlarged breasts do not endanger life, 
they frequently do cause both physical and mental dis- 
comfort, entitling the patient to our earnest and sincere 
consideration. 

For years these unfortunate individuals have had to 
choose between accepting the status quo or submitting to 
amammectomy. Today we can offer them relief from their 
discomfort without partially desexing them, which, at times, 
does bring about serious psychological and domestic dis- 
cord. Doctor Bames, by word and film, has shown us what 
he has been able to do for these patients, and he is to be 
congratulated upon his results. 

My personal experiences with plastic operations on the 
breast is very limited; and while my results have not been 
as beautiful as Doctor Bames’, my patients have been most 
grateful. 

One point which Doctor Bames mentions in the tech- 
nique of this operation I want to emphasize, namely, the 
preservation of the nerve and blood supply to the nipple 
and areola. The major blood supply to this area is quite 
superficial, and in the reflection of the superior flap one 
must keep his dissection close to the skin and do the most 
of it by a moist sponge over the fingers, instead of using a 
scalpel or scissors. 

While the technique of this operation is not difficult, 
those of us who do not possess the eye of the sculptor will 
not be found exhibiting our results. 


Netson J. Howarp, M.D. (350 Post Street, San Fran- 
cisco).—Count as fortunate those physicians who saw the 
colored motien pictures shown by Doctor Bames at the 
1937 State meeting. No written description could convey 
half so well the operative technique or the cosmetic after- 
results as presented in this film. 

It seems an unnecessary comment that only pathologi- 
cally normal, distinctly enlarged or exceedingly pendulous 
breasts should be submitted to these operative procedures. 
Where one should draw the line between abnormally en- 
larged, or exceedingly pendulous breasts and normal pecto- 
ral protuberances, is the difficult thing to determine. In 
the minor grades of these abnormalities, especially in the 
distinctly pendulous breast, one can be surprised at the 
return of contours and more pleasing form which follow 
the prolonged wearing of modern types of uplift brassiers. 
This change is an anatomical one, the so-called suspensory 
ligaments of the breast shorten, and the subcutaneous fat 
of the upper border of the breast is no longer atrophic or 
gravitated dependent. With painful breasts, in which pain 
fails to be relieved by adequate support, one cannot expect 
pain to disappear by this operation. The sole purpose, then, 
of the operation is the cosmetic effect, which, however, can 
be obtained by effective modern brassiers, unless the hyper- 
trophy of gland or fat tissue is extreme. 

Any operative plastic procedure on the breast must pre- 
serve the nipple and areolar intact for physiological as well 
as psychological reasons. I should like to know whether 
Doctor Bames has encountered sloughing and necrosis of 
these structures in this operation. Again, it would be of 
interest to know how many of these patients have had 
subsequent pregnancies, and how many of them were able 
to nurse their babies. 


ArTHUR E. SmitH, M.D. (1930 Wilshire Boulevard, Los 
Angeles).—Plastic reconstruction of the enlarged breast 
has been done for many years with a varied degree of suc- 
cess by plastic surgeons in Europe. Inefficient surgical 
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planning and procedure often resulted in the loss of nipples, 
asymmetry of the breasts, and excessive scarring and inter- 
ference with normal glandular function. Therefore, plastic 
surgeons in the United States were reticent in accepting 
the surgical results of their European colleagues. One of 
the first reconstructive plastic procedures for mastopexy 
was suggested by Dartiques, who adjusted the breast tissue 
by axillary resection. Then, later, the perpendicular sub- 
areolar incision with the excision of superfluous glandular 
tissue was practiced which resulted in large disfiguring 
scars and asymmetry of breasts. Thorek, in 1922, described 
his surgical procedure, which was a great step forward in 
plastic reduction and consisted of making a supra-areolar 
curved incision over the pendulous mass, and a second 
curved incision just beneath the breast. Excessive adipose 
and glandular tissues between the two incisions were re- 
moved. The nipple and areolar tissues were separated from 
the surrounding skin by a circular incision. The surround- 
ing skin was undermined and the reduced breast was pushed 
upward beneath the loosened skin. The nipple and areolar 
tissue emerged through a new opening at the desired 
location. By this technique the curved scar line was located 
beneath the breast. 

For a number of years I have employed a two-stage tech- 
nique in the plastic reconstruction of the enlarged breast. 
The primary stage is for the establishment of collateral 
circulation and consists of loosening the skin over the major 
portion of the breast. This diminishes the possibility of 
losing the nipple or skin by superficial necrosis at the time 
of the major reconstruction. 

Two months later the second operation is done. One-half 
inch of skin outside the areolar tissue margin is included 
within the circular incision. The skin is de-epithelized to 
the skin-areolar tissue junction. Two convex incisions are 
made: the upper one over the breast, and the lower one in 
the curved outline beneath the breast. No vertical incisions 
are made. A disk of skin, the diameter of the areolar tissue 
only, is removed at normal breast level and nipple location. 
The skin over the entire breast is loosened and the circum- 
ference of the breast reduced; the newly molded breast is 
pushed upward, and the nipple and areolar tissues are ad- 
vanced through the circular opening. The one-half inch 
of de-epithelized skin surrounding the areolar tissue is 
covered by the surrounding skin which gives greater skin 
surface contact and better blood supply. The only scar line 
is situated beneath and hidden by the overhanging breast. 

I wish to emphasize that the greatest surgical exactitude 
is necessary in plastic reconstruction of pendulous, hyper- 
trophied breasts in order to create proper contour, preserve 
glandular function, prevent surface necrosis and scarring, 
lumping, and asymmetry. Women in the social, theatrical. 
and business world, who possess excessively large breasts 
are subjected to a physical and psychic handicap, which 
can be overcome by proper surgical procedures. 


SIMMONDS’ DISEASE (HYPOPHYSEAL 
CACHEXIA) * 
REPORT OF 
DISCUSSION OF DIAGNOSIS AND 
TREATMENT 


CLINICAL SEVERAL CASES WITH 


By Roserto F. Escamitia, M.D. 
AND 
Hans Lisser, M.D. 
San Francisco 


Discussion by C. Kelly Canelo, M.D., San Jose; Lewis 
T. Bullock, M. D., Los Angeles. 


N 1914, Simmonds,’ a pathologist of Hamburg, 
first suggested that the symptom-complex, now 
recognized as hypophyseal cachexia, was due pri- 
marily to diminished function of the anterior hy- 
pophysis. He arrived at this conclusion after 


* From the Department of Medicine, University of Cali- 
fornia Medical School, San Francisco. 

Read before the General Medicine Section of the Cali- 
fornia Medical Association at the sixty-sixth annual session, 
Del Monte, May 2-6, 1937. 



























































































Fig. 1 








several years of study of the structural changes in 
the pituitary gland in correlation with the clinical 
findings. As a result, the condition now known as 
Simmonds’ disease has come to be generally recog- 
nized as a clinical entity. 

Chief and most constant characteristics of the 
syndrome are: (1) marked loss of weight, fre- 
quently progressing to emaciation ; (2) diminished 
sexual function; and (3) a very low basal meta- 
bolic rate. Other characteristic but less constant 
findings are: asthenia ; intolerance to cold; prema- 
ture senility; psychic changes; gastro-intestinal 
upsets; dry skin and hair, with loss of the latter 
particularly in the axillary and pubic regions ; atro- 
phy of the jaw-bone, and dental caries ; low blood 
pressure; slow pulse rate; flat glucose tolerance 
curve with tendency to hypoglycemia (occasionally 
a diabetic type of curve) ; diminished specific dy- 
namic reaction to food; secondary anemia; and 
visceromicria. The disease may occur in either sex 
at any age, but is most frequently found in females 
during those age periods when pituitary integrity 
is in greatest demand, as at puberty, during the 
menopause, or after many pregnancies. 

Altogether, about 154 typical cases had been 
reported prior to 1936. However, as recently as 
1933, Silver? accepted for his survey as cases of 
true Simmonds’ disease only those in which nec- 
ropsy findings had been reported—a total of forty- 
one cases at that time. The clinical picture now 
seems to be fairly well established, and is not likely 
to be confused with any other, with the possible 
exception of a state of severe malnutrition due to 
anorexia nervosa, of which amenorrhea may be a 
consequence, 

We wish to present case histories of eight pa- 
tients whose clinical findings, in our opinion, neces- 
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sitate a diagnosis of Simmonds’ disease, and one 
patient who was originally so classified but whose 
eventual course caused us to favor a diagnosis of 
anorexia nervosa. The fact that this number oi 
cases has been collected in one clinic within a few 
years seems to indicate that the malady is not as 
rare as has been heretofore supposed. It is hoped 
that this presentation will stimulate consideration 
of the diagnosis of Simmonds’ disease if cachexia 
is encountered that cannot be explained by any oi 
the common causes. 


REPORT OF CASES * 


Case 1 (Fic. 1)—C. M. (43169M), a 25-year-old, single, 
Irish, female office worker, was admitted to the Universit, 
of California Hospital on March 17, 1928, complaining of 
loss of weight and amenorrhea. In the past she had had 
the usual childhood diseases. It is of interest that one 
brother was thin. She had never menstruated. 

When the patient was fifteen years of age she weighed 
90 pounds (41 kilograms). At that time she had an attack 
of influenza, following which she began to lose weight 
rapidly and had associated symptoms of anorexia with 
slight constipation, and vomiting. A gastro-enterostomy 
was performed, resulting in some relief from vomiting. 
However, she continued to lose weight gradually, although 
she had occasionally slight temporary increase in weight 
during periods of rest and greater intake of food. Adminis- 
tration of ovarian and pituitary tablets did not improve 
her condition. 

Physical Examination.—The patient’s height was 623, 
inches (159 centimeters) ; her weight, 5934 pounds (27 
kilograms )—ideal weight, 124 pounds (56.3 kilograms). 
The pulse rate was 68 to 78 beats per minute, and the 
temperature was 36 to 37 degrees centigrade. She was 
emaciated. A downy growth of hair was present on the 
cheeks and upper lip, but elsewhere the hair was sparse and 
felt dry, especially in the axillary and pubic regions and 
outer thirds of the eyebrows. The jaw-bone was atrophied, 
but the teeth were in fair condition. The breasts were 
atrophic. Blood pressure was 88 millimeters of mercury 
systolic, and 64 diastolic. The finger nails were soft and 
ridged, and the tips of the fingers were cyanotic. Pelvic 
examination by Dr. Frank Lyiich showed a small midline 
thickening which may have been a vestigeal uterus; and 
endoscopic examination revealed complete absence of the 
cervix. 

Laboratory Findings.—Blood: hemoglobin, 78 per cent 
(12.2 grams) (Sahli) ; red blood cells 4,800,000 per cubic 
millimeter ; white blood cells 9,000 per cubic millimeter, 
with a normal differential count, including 2 per cent 
eosinophils. Urine: faintest possible trace of albumin on 
one examination. Basal metabolic rate, 18.5 per cent minus. 
Blood sugar (fasting), 89 milligrams per cent. Roentgeno- 
logical examination showed the sella turcica to be small 
and shallow; the bone age was that of an adult. Aschheim- 
Zondek and Allen Doisy folliculin tests on the urine, made 
in the laboratory of Dr. Herbert M. Evans, were negative 
The blood was examined for anterior pituitary sex factors 
by Dr. C. Frederic Fluhmann of the Stanford Medical 
School, and these were not found. 

Course and Treatment.—The patient was given anterior 
pituitary substance (Armour) in doses of five grains three 
times daily, with pancreatin. She improved slightly, but 
gained only 114 pounds in four months, at the end of which 
time the basal metabolic rate was 10.1 per cent minus. Eight 
months later she was found to have a diabetic type of glu- 
cose tolerance curve (blood sugar: fasting, 172; thirty- 
minute specimen lost; one hour 336; two hours 178 milli- 
grams per cent; there were large amounts of sugar in the 
urine). One month later the curve had leveled somewhat as 
follows: fasting, 80; one-half hour 163; one hour 240; two 
hours 97 milligrams per cent. The patient was started on 
insulin therapy and a weighed diet of 1,620 calories. At this 
time her weight was 61 pounds (27.8 kilograms), and it 
gradually increased over a period of 10 months to 70 pounds 
(31.8 kilograms). The basal metabolic rate rose to 7.5 per 


* Case histories of nine patients were given when th 
paper was read. Only three are printed in CALIFORNIA AND 
WESTERN MEDICINE; others will appear in the reprints. 
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cent plus. Because she began to have insulin reactions and 
some gastric symptoms, medication was stopped for a time, 
but was later resumed in limited doses. “At this time the 
glucose tolerance curve was flat (blood sugar : fasting, 81; 
one-half hour 129; one hour 84; two hours 77 milligrams 
per cent). The following year, despite continued treatment 
with insulin, anterior pituitary substance, ovarian extract, 
and thyroid extract, the patient began to fail in health and 
to lose weight. Fourteen months later (February, 1931), 
her basal metabolic rate had dropped to 37.3 per cent minus, 
and her weight had decreased to 6134 pounds (28 kilo- 
grams). Injections of theelin were given, but the downhill 
progress continued. She was seen last at the University 
of California clinic on September 10, 1931, her weight at 
that time being 5914 pounds (26.8 kilograms). Dr. Richard 
E. Graun of Los Gatos later informed us that she had died 
in August, 1933. During the last two years of life her 
course had continued downhill, despite general supportive 
measures. When seen on the day of her death, she was 
comatose and very emaciated, and weighed “not more than 
50 pounds” (22.7 kilograms) ; her pulse rate was 44, and 
the blood pressure was 58 millimeters of mercury systolic, 
with no definite diastolic level. Permission for an autopsy, 
unfortunately, was refused. 
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Case 2.*—L. B. (73089M), a 17-year-old, American 
schoolgirl was admitted to the University of California 
Hospital on September 11, 1933, with complaints of loss 
of weight, amenorrhea, and increased growth of hair. 

One brother and a cousin were Mongolian idiots. In the 
past the patient had had only measles. Menarche had oc- 
curred at the age of eleven years, and her menstrual periods 
were regular until the beginning of her present illness. At 
the time of onset of symptoms her weight was 127 pounds 
(57.7 kilograms). 


Six years before admission to the hospital the patient 
had had a severe febrile illness, accompanied by an extra- 
ocular paresis. During the three weeks of illness she lost 
25 pounds (11.3 kilograms) in weight. She then developed 
anorexia and constipation, and continued to lose weight. 
Amenorrhea had been present from that time. Four years 
before entry a downy growth of hair appeared on the face, 
neck, and back. Two years later she had attacks of acute 
lower abdominal pain, for which appendectomy was per- 
formed without relief resulting. For six months prior to 
entry she had noted intolerance to coid, slight asthenia, 
and occasional edema of the ankles in the evening. Basal 
metabolic rates determined six months before entry were 
minus 32 per cent and minus 29 per cent. Treatment with 
various drugs, including thyroid substance, ovarian extract, 
theelin, and insulin, was of no benefit. Her total loss of 
weight was 53 pounds (24.0 kilograms). 


Physical Examination—tThe patient’s height was 6734 
inches (172 centimeters); her weight, 74 pounds (33.6 
kilograms)—ideal weight, 137 pounds (62.3 kilograms). 
The pulse rate was 40 per minute, and the temperature 
34 degrees centigrade. She appeared cachectic, and her 
skin was dry. A growth of downy hair was visible on the 
face, back, and extremities. The pubic hair showed normal 
distribution. The heart was small. The blood pressure was 
90 millimeters of mercury systolic; 70 diastolic. A pelvic 
examination performed by Dr. Charles Hayden showed the 
uterus to be small, and the external genitalia infantile. The 
extremities were cold and cyanotic, and there was slight 
edema of the ankles. 


Laboratory Examinations——Blood: hemoglobin, 78 per 
cent (10.8 grams) (Sahli) ; red blood cells 3,900,000 per 
cubic millimeter ; white blood cells 9,100 per cubic milli- 
meter, with a normal differential count including one per 
cent eosinophils. Basal metabolic rate: 47 per cent minus. 
Glucose tolerance test : blood sugar (fasting), 76; one-half 
hour 66; one hour 90; two hours 74 milligrams per cent. 
Whole blood cholesterol, 149 milligrams per cent. Serum 
calcium, 11.9 milligrams per cent; phosphorus, 3.1 milli- 
grams per cent. Plasma chlorids, 529 milligrams per cent. 
In the electrocardiogram the complexes were small in all 
leads. In the roentgenological examination the sella turcica 
was seen to be normal. Pyelograms showed the kidneys 
to be normal. in size and shape. The bone age was over 


* This case, with discussion of pathologic findings, 


will 
be reported more fully in a later paper. 
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eighteen years. No abnormalities were observed in the 
chest, except for a small heart. 

Course and Treatment—tThe progressive loss of weight 
continued, despite a daily intake of 1,200 to 2,300 calories. 
Administration of thyroid extract for ten days, followed 
by injections of Antuitrin S for eleven days, did not im- 
prove the patient’s condition. During the fourth week she 
suddenly became very weak and the edema of the ankles 
increased. The visual fields, which had been normal, 
showed marked concentric contraction. She finally lapsed 
into coma and died, despite the use of stimulants, fluids 
injected intravenously, and large amounts of adrenal- 
cortical extract (Eschatin) on the day of her death. The 
last weight determined was 62 pounds (28.2 kilograms). 

Postmortem examination showed the presence of a 
chromophobe hyperplasia of the anterior pituitary, atrophy 
of the adrenal cortex, immature ovaries, and some terminal 
bronchopneumonia. The viscera were small. 


7 A 


Case 3.—P. P. (U 12003), a 17-year-old, white Ameri- 
can schoolgirl, was admitted to the University of California 
Hospital (service of Dr. Francis Scott Smyth and Dr. 
Howard Naffziger) on April 1, 1937. Her complaints were 
loss of weight, amenorrhea, and easy fatiguability. 

One cousin had died of tuberculosis, and a maternal 
grandmother of carcinoma. The patient had had the usual 
childhood diseases. Menarche had occurred at the age of 
twelve, and her periods had been fairly regular and normal 
until onset of her present illness. Her average weight had 
been 125 to 130 pounds (56.8 to 59.0 kilograms) during the 
year before her illness began. 

Ten months before entry into the hospital the patient 
had had some anorexia, and had begun to lose weight. 
After a two-month interval, she had a normal menstrual 
period; and then complete amenorrhea. She was troubled 
also by sensitivity to cold, constipation, and some irrita- 
bility and easy weeping. Six months before entry, a basal 
metabolic rate was found to be minus 40 per cent; and the 
administration of thyroid substance was started which the 
patient was still taking at the time of entry. The metabolic 
rate increased to as high as 5 per cent plus, but she felt no 
better and continued to lose weight. Her weight at onset 
of illness had been 130 pounds (59.0 kilograms) ; and she 
lost a total of 40 pounds (18.2 kilograms). She had some 
loss of axillary and pubic hair. Asthenia developed gradu- 
ally, and finally she had to stop school. 

Physical Examination—The patient’s height was 64% 
inches (164 centimeters) ; her weight, 89.7 pounds (40.8 
kilograms )—ideal weight, 125 pounds (56.8 kilograms). 
Her pulse rate was 56 per minute, her temperature 36.4 
degrees centigrade. She was very thin; her movements 
and speech were rather slow. The skin was dry, with slight 
pigmentation over the abdomen (probably due to ultra- 
violet light treatments). The hair was normal in texture, 
scant in the axillae, and slightly thinned in the pubic region. 
The teeth were in good condition. The breasts were fairly 
well developed. The heart was small. Blood pressure was 
94 millimeters of mercury systolic and 60 diastolic; it de- 
creased to 74 millimeters of mercury systolic and 58 dias- 
tolic, when she was raised from a prone to a standing 
position (postural hypotension—Schellong-Strisower re- 
action). The viscera were small. Pelvic examination by 
Dr. Alice Maxwell showed that the uterus was normal in 
size, and the left ovary cystic. The extremities were cold. 

Laboratory Examinations.—Blood: hemoglobin, 92 per 
cent (13.2 grams) (Sahli) ; red blood cells 4,700,000 per 
cubic millimeter; white blood cells 6,800 per cubic milli- 
meter, with normal differential count, including 2 per cent 
eosinophils. Basal metabolic rate: 24 per cent minus (the 
patient still taking thyroid). Glucose tolerance test (1.75 
gram per kilogram): fasting, 53.8; one-half hour 108.5; 
one hour 127.8; two hours 97 ; three hours 71.6; four hours 
60; five hours 105.2; six hours 100.1 milligrams per cent. 
Nonprotein nitrogen: 42.2 milligrams per cent. Blood urea 
nitrogen, 22.8 milligrams per cent. Creatinin, 1.8 milli- 
grams per cent. Whole blood chlorids, 351 milligrams per 
cent (as NaCl). Plasma chlorids (later), 544 milligrams 
per cent (as NaCl). Serum calcium, 9.8 milligrams per 
cent. Phosphorus, 6.68 milligrams per cent. Visual fields 
normal. Gastric analysis (fasting specimen only), no free 
HCI; total acidity not over two units. Tuberculin tests, 
negative. Roentgenological examination showed the sella 
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turcica to be normal; the bone age was seventeen to 
eighteen years; the lungs were clear; the heart small. 

Course and Treatment.—The patient was started on 
daily injections of whole pituitary extract (Armour), but 
these did not have any appreciable effect. She was then 
started on Polyansyn, and discharged from the hospital. 
However, the regimen was not well followed at home, and 
she was finally readmitted with the general condition defi- 
nitely worse. She was then started on a regimen of Poly- 
ansyn and insulin together, but after two weeks of this she 
became disoriented and depressed and refused to eat. The 
therapy was stopped and psychotherapy begun, under which 
she gradually cleared and began to take food satisfactorily. 
This resulted in a gain in weight of 25 pounds (11.4 kilo- 
grams) in seven weeks, and on discharge the patiefft 
weighed 104.7 pounds (47.6 kilograms). Her response to 
psychotherapy and increased intake of food would suggest 
that the primary diagnosis here should have been anorexia 
nervosa, rather than Simmonds’ disease. This case is an 
excellent example of the occasional difficulty experienced 
in differentiating these two conditions clinically. 


DIAGNOSIS 

All of the patients whose histories are given 
above manifested the cardinal findings of Sim- 
monds’ disease as noted in the introductory para- 
graphs of this paper. Each had had considerable 
loss of weight, the least being 22.5 pounds (10.2 
kilograms) (Case 7) and the most, 53 pounds 
(24.0 kilograms) (Case 2); the average loss of 
weight was 35.6 pounds (16.1 kilograms). At least 
five patients (Cases 1, 2, 3, 4, and 5) showed defi- 
nite emaciation, being, respectively, 6414 pounds 
(29.2 kilograms), 63 pounds (28.7 kilograms), 
35 pounds (15.9 kilograms), 43 pounds (19.5 
kilograms ), and 51 pounds (23.2 kilograms) under 
their ideal weights. One of the female patients in 
whom the onset had occurred at puberty had never 
menstruated ; while amenorrhea lasting from ten 
months to seventeen years was experienced by each 
of the others. The basal metabolic rates of all the 
patients were low, varying from minus 18 per cent 
to minus 47 per cent and averaging 32.1 per cent 
minus. 

Concerning the less constant characteristics: All 
but one of the patients were females. Onset of 
illness occurred at or shortly after puberty in three 
patients ; early in the second decade of life in four ; 
in the third decade in one; and at the beginning of 
the fourth decade in one (the male patient, Case 7). 
The latest onset among the female patients (Case 6) 
followed a fifth pregnancy which had been attended 
by severe complications. At the time of exami- 
nation the duration of the disease had been from 
ten months to seventeen years. All of the patients 
complained of asthenia, and three specifically of 
loss of libido although this symptom was not always 
ascertained in the unmarried patients. Seven pa- 
tients had noted intolerance to cold. In regard to 
psychic changes, four patients had experienced de- 
cided slowing of mental processes (Cases 4, 5, 6, 
and 7); three had had a feeling of depression 
(Cases 3, 5, and 9) ; and one (Case 6) had at one 
time been apathetic to the extent of suggesting a 
diagnosis of “dementia praecox.” Gastro-intestinal 
symptoms were of common occurrence, and were 
specific complaints of seven of the patients. Slight 
transient diabetes insipidus was present in one in- 
stance (Case 9). Anorexia, which was a frequent 
symptom, undoubtedly contributed to the continued 
loss of weight, but was not considered to be the 
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primary cause. However, it is of interest to note 
that the subsequent course of Case 3, with a con- 
tinued gain in weight under psychotherapy and 
increased intake of food, caused us to doubt the 
diagnosis and eventually classify the patient as a 
case of anorexia nervosa. 

Of the physical findings, dry skin was noted in 
eight of the patients, but scanty axillary and pubic 
hair was noted in only three. Four patients had 
dental caries, and all had hypotension (the limits 
were 80 to 100 millimeters of mercury systolic and 
50 to 70 diastolic). In the female patients the in- 
ternal genitalia were small in six instances, and 
in one patient (Case 1) the cervix was absent. The 
one male patient showed slight genital atrophy. 


The laboratory findings were of some interest. 
In the glucose tolerance studies, definitely flat 
curves were found at some time in seven patients, 
while two (Cases 1 and 5) had curves of the dia- 
betic type ; however, one of the latter was transient. 
In Cases 7 and 9 there were definite symptoms of 
hypoglycemia. Three patients were tested for spe- 
cific dynamic reaction to food, which was found 
to be diminished in two. A mild secondary anemia 
was present in three cases, and a slight eosinophilia 
in one. The blood cholesterol was normal in four 
cases, and elevated in two. In sevent patients the 
sella turcica was normal, and it was small and 
shallow in one (Case 1, onset aet. 15). 


Therefore, in our series, loss of weight, amenor- 
rhea in females and loss of libido in the male 
patient, and lowered basal metabolic rates, were 
constant findings; the other characteristics were 
more or less variable. 


TREATMENT 

Since it is accepted that the pathologic physiology 
of Simmonds’ disease is related to failure of the 
anterior pituitary, the logical treatment would seem 
to be therapy by replacement with anterior pitui- 
tary extract. For some of our recent cases an ex- 
tract prepared by Professor J. B. Collip of Mon- 
treal (polyansyn) and kindly furnished to us by 
Ayerst, McKenna and Harrison, has been used. 
Administration of this extract caused some sub- 
jective improvement in general well-being, and 
appetite, and decrease of mental sluggishness ; but 
except in one patient (Case 6), it did not result in a 
marked gain of weight. The symptoms of amenor- 
rhea and lack of libido were not affected. Insulin 
therapy improved the condition of one patient 
(Case 1) temporarily, and caused a definite gain 
in two others (Cases 5and 7). However, it must be 
administered with caution in this disease because 
of the frequent tendency to hypoglycemia. It is 
interesting to note that in Case 5, Polyansyn was 
necessary in addition to the insulin in order to 
cause continued gain in weight. Thyroid medi- 
cation gave temporary benefit to one patient 
(Case 6) early in the course of the disease, but 
later was poorly tolerated. Five other patients who 
were treated with thyroid substance reacted un- 
favorably. This form of therapy seemed to hasten 
loss of weight, and to cause increased nervousness. 
Daily injections of Follutein gave temporary bene- 
fit to one patient early in the disease. 
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It is felt that preparations of anterior pituitary 
should be tried in adequate amounts and for long 
periods of time. Further observation of our pa- 
tients is considered necessary before we can defi- 
nitely accept the preparations available at present 
as being specifically beneficial. 


SUMMARY 


Nine cases are presented in which the history 
and findings were suggestive of Simmonds’ dis- 
ease. The classical and most constant findings are 
loss of weight, loss of sexual function, and lowered 
basal metabolic rate. The authors feel that this dis- 
ease should be considered when a patient presents 
continued loss of weight for which no other cause 
can be found. Clinical differentiation from ano- 
rexia nervosa is occasionally very difficult, and the 
subsequent course of one of our cases caused it to 
be placed in this category. 

Treatment is discussed ; and, although therapy by 
replacement with anterior pituitary extract seems 
logical, its administration has thus far, at least 
in our experience, been somewhat disappointing. 
More potent preparations are needed. Despite the 
low basal metabolic rates found in these patients, 
administration of thyroid substance is ineffectual. 
A fattening regimen, with the use of insulin, may 
be tried cautiously. 

The condition of some patients may improve 


spontaneously, but the eventual prognosis is usually 
grave. 
384 Post Street. 
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C. Ketty CaNne.o, M.D. (Medico-Dental Building, San 
Jose).—Simmonds’ disease is a condition of extreme de- 
bility and cachexia, caused by lack of function of the 
anterior lobe of the pituitary. 

The most common etiological factor is an obstruction to 
the blood supply resulting from an embolus. Tumors, cysts 
and inflammatory processes of the pituitary itself are fre- 
quent. It is not uncommon to find a history of frequent 
pregnancies and then a delivery complicated by hemorrhage 
and infection. Howard reports a case of Simmond’s dis- 
ease, proved at autopsy, in a woman of twenty-three years, 
due to a tumor of Rathke’s pouch, producing pressure on 
the pituitary. 

The cardinal symptoms of this disease are: (1) Loss of 
weight and strength; (2) Loss of sex function; (3) Low 
basal metabolic rate. Weight loss is often as much as 65 
per cent of the original weight of the patient. Brattan 
reported a case in a woman who died nine months after a 
long series of pregnancies; autopsy showed all the usual 
findings of Simmond’s disease, except that there was no 
weight loss. 

Loss of sex function includes amenorrhea and loss of 
libido and potentia. 

The basal metabolic rate is frequently from 30 to 40 per 
cent below the calculated normal rate. 

Other findings usually present are: dry, pallid skin, fall- 
ing of the hair and teeth, senile atrophy of the lower jaw, 
decalcification of the bones, hypotension, subnormal tem- 
perature, bradycardia, splanchnomicria, low-fasting blood 
sugar and loss of specific dynamic reaction to protein, carbo- 
hydrate, and fat. 

In making a diagnosis of Simmonds’ disease, one must 
not be caught in the “endocrine whirl,” but must rule out 
all other debilitating diseases. Anorexia nervosa mimics 
Simmond’s disease and requires competent psychiatric ob- 
servation to rule out this possibility. In the absence of 
pituitary signs, cancer must be thought of and diligently 
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searched for. Addison’s disease most usually shows pigmen- 
tation especially of the mucous membranes, and in this 
condition wasting is not the usual finding. 

In spite of basal metabolic rates of minus 30 to 40 per 
cent, thyroid extract does not benefit these patients even 
though their metabolic rate be brought up to normal by 
means of thyroid. 

This series of cases, although carefully controlled and 
treated with a reliable anterior pituitary preparation, has 
failed to show the complete response that might be desired. 

Turner, however, reports a case of Simmonds’ disease 
which responded quite promptly and completely with a 
similar anterior pituitary preparation. 

Hawkinson, in 1935, reported one case that responded 
satisfactorily to A. P. L. 

Herman reported, in the German literature in 1934, the 
good results he obtained in three cases by the use of prolan. 

Barr reports one case that showed marked improvement 
with storage of calcium, phosphorus and nitrogen on no 
specific treatment, but adequate and attractive diet, rest, 
and good nursing care; it is possible that this was a case 
of transient Simmonds’ disease due to mere suppression of 
the anterior lobe of the pituitary, or it may have been a 
case of anorexia nervosa. 

Kylin reports a series of twenty-three cases treated by 
implantation of calves’ hypophyses. Of these patients, three 
had been under observation only a short time at the time 
of his report; of the other twenty, eighteen showed good 
results. 

Steinitz, in 1932, gave a report of six cases. He treated 
his cases at first with pituitary preparations alone and 
found that he was able to correct the trophic changes, but 
the weight loss either progressed or remained unimproved. 
In spite of low-fasting blood sugars, he found that the 
glucose tolerance curves suggested a lack of insulin: ac- 
cordingly, he added insulin to his treatment and achieved 
a satisfactory response in his patients. 

In the majority of patients this latter method of treat- 
ment would seem to be the most satisfactory at the present 
time. 


: 

Lewis T. Buttock, M.D. (1136 West Sixth Street, Los 
Angeles).—There are many problems concerning Sim- 
monds’ disease that remain unanswered. In theory, at least, 
it is due to a lack of all of the secretions of the anterior 
pituitary gland. It is safe to say that we will not entirely 
understand this syndrome until we know all of the essential 
aspects of the physiology of the pituitary, and that day is 
still for the future. A case of pituitary cachexia, however, 
provides the inquisitive physician with a remarkable oppor- 
tunity to study in man the disturbances produced by the 
absence of pituitary secretions, and it may be that important 
physiological data will be developed from this source. 

The essential problem of why these patients lose weight 
and die is not entirely clear. Though necessary for normal 
growth in stature, it has not been proved that the lack of 
growth hormone is alone responsible for the loss of weight. 
Even if this were true the mechanism is not understood. 
Is it a lack of appetite and food intake, a lack of absorp- 
tion, or a lack of utilization of absorbed food elements ? 
I had the pleasure of observing one of the autopsied patients 
in this series, who lost weight in spite of an increased and 
adequate consumption of food. The flat glucose tolerance 
curve and absence of specific dynamic action of protein 
raise the question of inadequate absorption. If it is from 
a lack of utilization of absorbed material, the metabolic 
changes responsible for this require clarification. The lack 
of thyrotropic hormone would not explain the loss of weight 
or death and deleterious results which have followed its 
administration. It does not seem probable that the gonado- 
tropic hormones are important in maintaining weight, and 
life and improvement reported in the literature from the 
use of these substances seem questionable. Hypoglycemia 
is often present, but there is no proof that this is the usual 
cause of death. Adrenal insufficiency is a possible cause 
of the terminal coma and death, but this has not been con- 
firmed by experience. In the absence of more detailed 
knowledge concerning the mechanism of the loss of weight 
and the cause of death, it is obvious that treatment must 
be unsatisfactory. 

The clinical aspects of this syndrome have been well 
reviewed, and the characteristic picture should be in the 
diagnostic armamentarium of every physician. I should 
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like to add the loss of pubic hair to the list of cardinal find- 
ings. This change was present in thirty-five of Silver’s 
forty-one autopsied and proved cases. Doctors Escamilla 
and Lisser have wisely emphasized that the other findings 
of cachexia, amenorrhea, and low basal metabolism can be 
exactly duplicated by anorexia nervosa. I have seen a 
similar case of a patient completely cured by psychotherapy 
alone. This important finding which distinguishes Sim- 
monds’ disease from anorexia nervosa is absent in almost 
all of the cases reported in the literature as having been 
cured by various injections or transplants. No claim for 
cure can be accepted as conclusive when this is absent. The 
characteristic remissions with a prolonged course of the 
disease, up to forty-four years in proved cases, must also 
be considered in relation to therapeutic triumphs. 

I wish to congratulate Doctors Escamilla and Lisser on 
their excellent report of the clinical aspects of this syn- 
drome, and most particularly upon their sound, careful and 
conservative approach to the problem of therapy. It is by 
studies of this type, with careful observations of the results 
obtained from available preparations, that we may finally 
arrive at a preparation capable of replacing the essential 
secretions of the anterior pituitary that are lacking in 
Simmonds’ disease. “ 


Doctor EscaMILLA (Closing).—I wish to thank Doctor 
Canelo and Doctor Bullock for their discussions, which 
have contributed substantially to a more complete consider- 
ation of Simmonds’ disease. Doctor Canelo has added data 
concerning the types of treatment utilized for this disease. 
Doctor Bullock has stressed our inability at present to 
explain adequately some of the characteristics of the dis- 
ease. He has added the interesting suggestion that loss of 
pubic hair should be included in the list of cardinal signs. 
It is true that a recent review of the literature has re- 
vealed more or less thinning or loss of axillary and pubic 
hair in 81 per cent of sixty-nine autopsied cases. This is 
essentially the sexual hair, and may be related to lack of 
the gonadotropic fraction from the anterior pituitary. How- 
ever, it is frequently a late development and is most marked 
in the far-advanced or very severe cases. It seems safe to 
state that the clinical diagnosis can frequently be made 
with reasonable certainty, even if there has been little or 
no thinning of axillary or pubic hair, and therefore, in our 
opinion, its inclusion as a cardinal or essential finding does 
not seem justified. Indeed, the patient which Doctor Bul- 
lock observed (Case 2 in the paper), who died and was 
found to have pituitary pathology, had abundant pubic and 
axillary hair, yet in every other respect was a most typical 
example of Simmonds’ disease. It is of interest to note 
that since this paper was presented communications have 
been received from colleagues in several parts of the state, 
describing cases which apparently can be classified as 
Simmonds’ disease. This seems a further confirmation of 
the suggestion that the disease is more common than hereto- 
fore suspected. 


MONOCYTIC LEUKEMIA: SOME BLOOD AND 
BONE-MARROW STUDIES* 


By H. A. Wycxorr, M.D. 
San Francisco 
Discussion by Harold P. Hill, M.D., San Francisco; 


A. M. Moody, M.D., San Francisco; A. G. Foord, M. D., 
Pasadena. 


ASES of monocytic leukemia, so far studied 

by the author, have exemplified the necessity 

of careful identification of both mature and primi- 

tive monocytes in the blood. Observations require 

repeated verification. This is the more true because 

of the close similarity of the clinical picture to that 
of other types of acute leukemia. 

The sudden, although transient appearance of 

considerable numbers of myelocytes in the blood 

* Read before the Pathology and Bacteriology Section of 


the California Medical Association at the sixty-sixth annual 
session, Del Monte, May 2-6, 1937. 
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during the course of monocytic leukemia, and the 
occasional finding of noticeable numbers of cells 
closely like or identical in morphology with mature 
and primitive monocytes in the blood of cases oi 
acute myeloblastic leukemia suggest a close rela- 
tionship of these cell types. 


TWO TYPES OF BLOOD PICTURE 


In general there are two types of blood picture 
in monocytic leukemia: 


1. The one occurs most often in patients whose 
condition tends to be less acute and who have short 
periods of slight improvement, suggesting remis- 
sions. In these cases the blood picture may show 
an inclination to become partially myeloblastic and 
myelocytic as a terminal event. It appears to be due 
to the occurrence of this type of case that contro- 
versy as to the existence of monocytic leukemia as 
a separate form so long existed. In this type the 
total white count is either within normal limits or 
is already moderately elevated when the patient is 
first seen. The count may show considerable day- 
to-day variation, but shows a general tendency to 
rise as the disease progresses. The platelet count 
also varies, but usually remains definitely sub- 
normal and progresses to a low level, accompanied 
by a lengthened bleeding time. While the neutro- 
phils are reduced in percentage, the absolute number 
remains, for the most part, above the lower limit 
of normal, and rises with the increase in the total 
leukocyte count. Lymphocytes also usually increase 
in absolute numbers with the leukocyte increase. 


It is important to note that in one patient who 
was classed within this group, and in which the 
myelocytic cells reached 19 per cent of 258,000 
leukocytes per cubic millimeter, the monocytic cells 
were still 51 per cent of all the leukocytes. This 
was observed during the last few days of life. Two 
days before death, the monocytic cells were 59 per 
cent of the leukocytes. 


2. With the other type of blood picture some 
patients show a neutrophilic leukopenia when first 
seen, although there is a simultaneous left nuclear 
shift. Progression to transient, complete agranulo- 
cytosis, with low total leukocyte count, may occur. 
The red cell count, hemoglobin content of the blood 
and platelet count, may still remain comparatively 
undisturbed at the earlier observations, so that the 
diagnosis rests largely upon recognition of the 
monocytic picture. This tendency to agranulocyto- 
sis is evident not only during leukopenic phases, 
but persisted in one patient studied at a time when 
the total leukocyte count was as high as 130,000 
per cubic millimeters. 


It is further significant that in this second type 
of blood picture, primitive myeloid cells are absent 
from the blood throughout the entire course of the 
disease, or appear in less conspicuous numbers than 
ordinarily seen in neutrophilic leukocytosis with a 
similarly pronounced left nuclear shift. 


Relative to this second type in which the more 
acute cases of monocytic leukemia appear to fall, 


there can be no question of confusion with myelo- 
blastic leukemia. 
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GENERAL CHARACTERISTICS 


In all cases there is early and progressive anemia 
with red cell counts of one and one-half to two 
million per cubic millimeter and hemoglobin of 
30 to 40 per cent (Sahli) (5.16 to 6.88 grams per 
cent). In general, the color index may be moder- 
ately reduced in the earlier phases to rise well above 
the normal later. In one case with a red cell count 
of 1.5 million per cubic millimeter the mean cor- 
puscular volume of the red blood cells was approxi- 
mately 14 per cent above the normal, and the color 
index was 7.7 per cent above normal. 

Monocytic cells in various stages of maturity 
make up a noticeably large per cent of the white 
cells early in the disease. Some are mature mono- 
cytes. An increasing number of more primitive 
cells appear later. In stained blood films the latter 
show lobulated, furrowed or folded nuclei, with 
fairly fine chromatin reticulum, In some of these 
cells the nucleus contains one or two nucleoli. The 
cytoplasm in the immature cells may be quite 
irregular in outline, with knob-like or bluntly 
rounded projections, suggesting motility. 

In the cytoplasm immediately surrounding the 
nucleus, most of the cells have an area filled with 
very fine lilac-colored granules. This area shows 
considerable variation in width and extent. The 


cytoplasm toward the periphery of the cell is baso- 
philic. In some cells the basophilic cytoplasm is 
reduced to a narrow peripheral rim which is ex- 
panded in width to fill the cytoplasmic projections. 


In supravital preparations a large proportion of 


the monocytic cells show the neutral red absorbing 
vacuoles grouped in the cytoplasm opposite the 
nuclear indentation in a characteristic “rosette.” 
Some of the cells, presumably less mature forms, 
contain a minimum of neutral red staining material 
scattered in what appears to be an unstained rosette. 
Others contain a somewhat more strongly staining, 
but still faint rosette. 


Some of the cells are small, with narrow rim 
of basophilic cytoplasm and mottled nucleus. These 
cells closely resemble lymphocytes. The nucleus is, 
however, faintly reticular, an occasional nucleolus 
is found and the cytoplasm is packed with black 
granules in peroxidase preparations. Many of the 
larger monocytic cells are quite negative with the 
peroxidase stain. Others contain but one or two 
black granules in the cytoplasm with this stain. 


Some of the cells are freely motile. Long proto- 
plasmic projections are occasionally formed and 
these are promptly invaded by mitochondria gran- 
ules. Occasionally the motile cells show inclusions 
in the cytoplasm. . 


The bone marrow is usually hyperplastic and, 
in the sternum, devoid of fat cells. The stroma is 
filled with cells. Many of these can be recognized 
as identical with the monocytic cells seen in the 
peripheral blood stream. The nucleus is deeply in- 
dented, furrowed or roughly lobulated. The nuclear 
chromatin is finely reticulated and the nucleus may 
contain one or two nucleoli. The reaction of these 
cells to the peroxidase stain is variable. In some 
of them the cytoplasm contains numerous blue- 
black; granules. Some contain but few granules. 
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A few are without peroxidase-staining material in 
the cytoplasm. 


Eosinophils may be numerous. Neutrophilic 
granulocytes are reduced in number. Small and 
imperfect foci of erythropoietic cells remain. 

Megakaryocytes are rare. Those found contain 
a condensed and structureless nucleus. 

Phagocytic endothelial cells (histiocytes) are 
sometimes numerous. The cytoplasm of these cells 
contains vacuoles, pigment granules, and fragments 
of red cells and leukocytes. 

Stanford Hospital. 7 

DISCUSSION 

Harotp P. Hitz, M.D. (384 Post Street, San Francisco). 
Monocytic leukemia is a comparatively infrequent disease. 
The course is usually subacute. The diagnosis rests entirely 


on the presence of predominant immature monocytes in the 
blood. 


The clinical picture and course vary little from sub- 
acute forms of the myelogenous or lymphatic leukemias. 
Throat and mouth symptoms may be the first complaint. 
These lesions in the cases we have seen have been no more 
severe than in the other forms of leukemia. Anemia with 
prostration is marked. Thrombocytopenia is present with 
the usual variable accompaniment of purpura and hemor- 
rhage. 

Daily blood studies in three cases showed considerable 
variation in the total count and percentage*of immature 
monocytes, with no relationship to the patient’s symptoms, 
except a tendency toward an increased count with the pro- 
gression of the disease. 


Adenopathy may be regional or general, but is not as 
marked as in the lymphatic type. The spleen is enlarged, 
but does not attain the size of the chronic myelogenous 
form. 


The course tends progressively toward a fatal termi- 
nation, with but minor remissions in signs and symptoms. 
No treatment has changed the progressively fatal course. 
Transfusions improve the patient’s symptoms temporarily 
when the anemia is profound. 


% 


A. M. Moopy, M.D. (Saint Francis Hospital, San Fran- 
cisco).—Doctor Wyckoff’s paper deals with certain facts 
which he has observed in a study of a few cases of mono- 
cytic leukemia. These studies add materially to already 
recorded points for the differentiation of atypical cells 
present in the blood of leukemic patients. 


I believe that the statements in the first two paragraphs 
are important to all interested in this subject. 


The condition is rare, and its course is ordinarily quite 
rapidly fatal. I have studied only two cases. 


There is still a difference of opinion as to the origin of 
the monocyte, although the majority believe that it arises 
from reticular tissue. 


A recent report by Conway contains experimental evi- 
dence of a close relationship between lymphocytes and 
monocytes. 

*& 


A. G. Foorp, M.D. (Huntington Memorial Hospital, 
Pasadena).— Our experiences with cases of monocytic 
leukemia are quite similar to those of Doctor Wyckoff, 
and we feel very strongly that there is one type—namely, 
the second group in Doctor Wyckoft’s discussion—which is 
as clear-cut as cases of myeloid or lymphatic leukemia. 
Hematologically, the immature cells are typically those of 
the monocytic series, and at postmortem one finds profound 
proliferation of the reticulum cells throughout the organs 
of the body. Smears of the bone marrow and lymph nodes 
show these cells to be indistinguishable from those in the 
blood stream. It has always been a mystery to me why 
these cases were not picked up more frequently in the past. 
Our experience has been that the clinical pictures have been 
quite similar to those of the other types of leukemia, and 


that the diagnosis must be made by careful studies of the 
blood. 
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THE LURE OF MEDICAL HISTORY* 


HUGH HUGER TOLAND* 
A SKILLFUL SURGEON—‘“TOLAND’S LUCK” 
VI 
By Epcar Lorrtncton Giicreest, M.D. 
San Francisco 


PART I1** 


T has been said of Toland that, “without much 

originality of conception, he possessed in a 
marked degree the qualifications we look for in a 
great surgeon—steadiness of hand and boldness 
combined with caution.’ Eminently practical in 
all that he did, no useless or unnecessary prepara- 
rations characterized his operations. The rapidity 
of his execution was remarkable, and was based 
on his thorough knowledge of anatomy. Few sur- 
geons possessed more manual dexterity. He was 
cool, imperturbable, and decisive in execution. He 
had great poise in the midst of an unexpected 
emergency or eventuality, and “would, when cir- 
cumstances demanded it, relinquish further pro- 
cedure without a moments vacillation. As an oper- 
ator, his success was proverbial : “Toland’s luck,’ it 
was called. But the so-called luck was merited, due 
to skill.’”’*° 

COURTEOUS TO HIS CRITICS 


He is reputed to have operated successfully on 
innumerable patients who had been refused as hope- 
less by others. This, in a large part, explains the 
jealousy of many of Toland’s confréres who were 
free in their criticisms of him. Although aware of 
this, he was often generous and courteous to his 
critics. When the welfare of a patient was likely 
to be sacrificed by the ignorance of his attending 
physician, however, Toland’s manner was some- 
what less polished and more direct, and occasion- 
ally he would violate all the rules of medical ethics 
by refusing to protect a brother practitioner who 
had called him in consultation. The following story 
in point was given to me by Dr. Herbert Evans as 
told to him by his uncle, Dr. Robert McLean: 
“On one such occasion, when his fellow practitioner 
was late to a consultation and he could wait no 
longer, hearing from the patient that his physician's 
diagnosis w as an axillary abscess, Toland pinned 
to the patient’s clothes a scrawled note that he who 
ran might read, ‘Dear Doctor — —: Do not lance 
this patient's auxiliary abscess, or he will bleed at 


once to death.” It was, of course, an aneurism.” 


+A Twenty-Five Years Ago column, made up of excerpts 
from the official journal of the California Medical As- 
sociation of twenty-five years ago, is printed in each issue 
of CALIFORNIA AND WESTERN MEDICINE. The column is one 
of the regular features of the Miscellany department, and 
its page number will be found on the front cover. 

* One of the papers given in Toland Hall, 
California Medical School, San Francisco, 
the history of the institution, 
the History of Medicine. 


Read before the Historical Sec tion of the § 
Medical Society, January 11, 1938 


This is Paper VI of the series. “Wor other articles in the 
symposium, see CALIFORNIA AND WESTERN MEDICINE, No- 
vember, 1937, page 321; December, page 405; January, 
page 27; February, page 114; March, page 186; April, page 
263. 


Univers:ty of 
in the series on 
arranged by the Division of 


San Francisco 


** Part I of this paper appeared in the 


April issue, on 
page 263. 
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VERSATILITY AS A SURGEON 

His operations ran the gamut of general surgery 
from the head to the toes. As early as 1858 he 
did trephining, and thyroidectomies, ligated for 
aneurysms, repaired vesicovaginal fistulae, removed 
loose cartilages from the knee joint, treated enlarged 
bursae of the knee joint, did radical bone operations 
for osteomyelitis and for removal of sequestra, 
and partial resections of the tongue with ligation 
of the lingual artery. He also operated on several 
patients with incarcerated hernia, and on a large 
double scrotal hernia by invaginating the scrotum 
on the finger up to the external inguinal ring, and 
fixing it there with several sutures which were re- 
moved when adhesions had formed which prevented 
the descent of the hernia. In addition, he removed 
cystic tumors of the breast, treated varicose veins 
by excision and ligation, and performed iridecto- 
mies for glaucoma. It is interesting that Beard of 
New Orleans and Toland, independently, were the 
first Americans to perform this operation. 


HIS VASCULAR SURGERY 


According to his assistant, Robert A. McLean, 
surgery owes many valuable discoveries to Toland’s 
genius. He wrote that Dr. Toland discovered “an 
improved method of ligating arteries by which the 
danger of secondary hemorrhage was almost en- 
tirely eliminated from the after-effects of ligature. 
I allude to the use of the double ligature. . His 
success in the practice of this method was remark- 
able. I do not know the exact number of his oper- 
ations, but I believe that in nearly sixty instances he 
lost but two cases from secondary hemorrhages.” 

Toland ligated the subclavian artery three 
times,”* once for axillary aneurysm and twice for 
aneurysm of the subclavian artery. These two 
were cases of distal ligature of the vessel, and were 
alleged to be the only two successful cases reported 
up to that time. Gross, of Philadelphia, in his book 
on surgery of that year (1874), reported the cases 
of nineteen patients all of whom died, seventeen 
from secondary hemorrhage. Toland reported six 
instances of ligation of the brachial artery and of 
these, two were for true aneurysm, three for false 
aneurysm, and one for a wound. He ligated the 
femoral artery eight times, three times for true 
aneurysm, twice for false aneurysm of the popli- 
teal artery, once for a knife wound and twice for 
secondary hemorrhage. He ligated the external 
iliac artery ten times, without a death; more often. 
McLean stated, than any other surgeon. His ninth 
case was reported in 1878. He ligated the common 
carotid artery in his office, with the patient in an 
armchair, and many times performed capital oper- 
ations with the patient on his office lounge. 


HIS BONE SURGERY 


His bone work was perhaps his best. He oper- 
ated on eleven patients and reported eleven cases 
of trephining of the cranium up to 1858 with but 
one death. In 1876, he reported four cases of dis- 
ease of the temporal bone with caries of the mas- 
toid process, in which operation was successful. 
several cases of excision and resection of long bones 
of the upper and lower extremities (in some of 


i 
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which curettement of the whole tibia, or two and 
one-half inches of the proximal end of the femur 
and part of the acetabulum was required), with 
good functional results, as well as several cases of 
amputation and resection.? 


HIS ORIGINAL WORK 


His most original work in this line was his article, 
“Reproduction of Bone,” published in 1858. In 
this he reported seventeen cases of removal of dis- 
eased bone, and laid great emphasis on the preser- 
vation of the periosteum in order that new bone 
might be reproduced and amputation avoided. He 
wrote: “As the partial reproduction of bone has 
long been known, I only claim to have discovered 
that entire bones and joints are restored by proper 
management, even under the most unfavorable cir- 
cumstances: whether they are as perfect as the 
original is yet to be determined. I know, however, 
that they possess sufficient strength and motion to 
subserve the purpose for which they were origi- 
nally intended.” 

Duhamel, the discoverer of the osteogenic func- 
tion of periosteum, had reported in 1739, that, in 
a case of necrosis of the humerus, the bone had 
been reproduced after expulsion of the necrosed 
diaphysis. Larghi, of Verceil, an Italian surgeon, 
following the theortes of Duhamel, had been meth- 
odically saving the periosteum in his surgical oper- 
ations. Ollier, in his textbook of regeneration of 
bone and subperiosteal resection, wrote he had 
found in 1858 that even after the removal of femur 
or humerus, reproduction of bone would occur if 
the periosteum had been saved, and that the joints 


would be reproduced if the articular cartilage had 
heen left intact.* 


AN ARDENT DUHAMELITE 


Opposed to these views stood the opinions of the 
great Haller and the immortal John Hunter, both 
of whom agreed that “the normal periosteum had 
no bone-producing power” and acted only as “a 
passive vascular membrane which surrounded and 
nourished bone.’”’ Thus, in the eighteenth century, 
surgeons became Hallerites or Duhamelites, ac- 
cording to their views on this subject. It is clear 
that Toland was an ardent Duhamelite, and, like 
Syme and Macewen in their day, did much in this 
part of the world to emphasize the importance of 
conservation of periosteum, and thus prevent the 
amputation of limbs. Whether he came to his con- 
clusions independently of the work of the Euro- 
pean investigators mentioned above, I am unable to 
say, but this does not minimize the great contri- 
butions he made. 

He reported three cases of excision of ribs for 
empyema. These were all drained by insertion 
into the chest of a silver tube invented in 1856 by 
Mr. Lindoff, his assistant, at the United States 
Marine Hospital. Some of these cases were of 
several years’ standing. In these articles he gave 
a good clinical picture of penetrating wounds of 
the thorax, with the differential diagnosis, treat- 
ment, and prognosis. 
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PLASTIC SURGERY 


In reading about his plastic surgery, whether of 
the nose, the face, the lips or the legs, one is im- 
pressed with his basic knowledge of the funda- 
mental principles for success in this domain. He 
was thoroughly conversant with the pedicle, the 
sliding, and the Thiersh grafts, and was familiar 
with the necessity of securing drainage in order to 
permit the graft to take. From 1865 to 1876 he 
reported seventeen cases of plastic operations. 

He was a very conservative surgeon, to the ex- 
tent that he taught that “a limb should never be 
amputated for ulceration of the soft parts, unless 
disease of either the bone or joint existed, and very 
seldom even then.” 

GYNECOLOGICAL SURGERY 

His gynecological operations ranged from repair 
of a vesicovaginal fistula to the excision of a fibrous 
tumor of the cervix of the uterus, and the correc- 
tion of a prolapsed uterus by means of excising 
portions of the vagina and bringing the edges of 
the wound together, so that the caliber of the canal 
was diminished in proportion to the breadth of the 
strips removed. 

LITHOTOMIES 


His favorite operation was that for stone in the 
bladder. According to McLean, “His percentage 
of cures following lithotomy was higher than any 
other surgeon. In sixty-four cases of cutting for 
stone, he lost but two.” 


MEDICAL CONTRIBUTIONS 


His formal addresses delivered to his students 
were simple, dignified and restrained, but replete 
with sound and lofty ideals. Although his teaching 
and his enormous practice occupied most of his 
time, he found opportunity to write seventy-one 
articles, mostly surgical case reports, a large number 
of which were published in the Pacific. Medical and 
Surgical Journal, A stenographer took, verbatim, 
his lectures on the principles of surgery, as illus- 
trated from his own experience. The transcriptions 
of these notes were published in 1877 as a text- 
book, entitled “Lectures on Practical Surgery,” a 
work that went into its second edition. He did not 
confine his writings to surgical subjects, but often 
wrote on the action of drugs: for example, on the 
use of Monselle’s solution (subsulphate of iron) as 
a hemostatic, and of American hellebore or Indian 
poke (veratrum veride) in slowing the action of 
the heart, reducing the force of the pulse, and 
thereby preventing secondary hemorrhage. The 
subject of syphilis always interested him, and he 
wrote nine articles on it. Also to be found among 
his addresses are several historical subjects, one on 
“The Life and Character of Valentine Mott.” AI- 
though his articles and textbook were criticized by 
some of his colleagues, they reveal judgment, versa- 
tility, and sincerity. What he lacked in style, was 
compensated for by his straightforward descrip- 
tion of his surgical procedures. 


DECLINING YEARS 


It is unfortunate that Toland, years before his 
death, did not relinquish his chair of surgery to his 
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brilliant and gifted pupil and successor, Dr. Robert 
A. McLean, who became one of the greatest sur- 
geons that San Francisco ever has had. Toland 
carried on in his dotage after his luster had dimmed, 
which was, as always, a sad mistake. In those days, 
however, professors did not resign readily and give 
younger men with imagination and creative ability 
a chance. They tenaciously clung to their chairs. 
They liked to die, so to speak, in harness, and often 
by that time their successors also had become senile, 
losing their initiative.* 

In his declining years Toland’s lectures became 
a peculiar combination of his experiences in the 
days when he “walked the Salpetriere in Paris with 
the great surgical masters,” personal anecdotes, 
and reminiscences of his controversial differences 
with his San Francisco confréres, with whom he 
had carried on a fratricidal war for many years. 
His chief antagonist and critic was Elias Samuel 
Cooper, who had organized a medical school in 
1858. They were bitter enemies, and no opportunity 
to clash was lost by either, in private practice or 
in lawsuit. It must be remembered that this was 
the militant period of medicine, when feeling ran 
high. Toland was a strong man and a powerful 
enemy who gave no quarter and asked none. 
“There were giants in those days” and Toland was 
not the least of them. 


DEATH COMES TO THE GREAT SURGEON 
OF THE PACIFIC COAST 


He had often expressed the hope that he might 
not die a lingering death. This hope was realized 
on the morning of: February 27, 1880. He was 
about to go downstairs to begin his day’s work, 
when he fell to the floor and immediately died. No 
autopsy was performed. It was assumed that he 
had fainted and then fallen, striking his forehead 
and thus causing a cerebral hemorrhage. I am in- 
formed by some who attended his funeral that it 
was the largest ever held in San Francisco. Thou- 
sands of friends and grateful patients followed his 
remains to Laurel Hill, where he lies in one of the 
most stately mausoleums in that cemetery. And 
there one of his former students went again after 
many decades to pay his respects, and later told 
me, “I stood beside his costly marble monument 
blazoned with legends of his successes and the great 
reputation he acquired, and the good deeds that 
enshrine his name, with a deep veneration for the 
good he had done, and the great accomplishments 
for which his name now justly stands.” 


He was survived by a widow, a son, and a step- 
son. His estate was estimated as amounting to 
between one and a half and two million dollars, 


part of which was 15,000 acres of land on the lower 
Sacramento River. 


A FRIEND OF ALL MANKIND 


In order to evaluate the greatness of any phy- 
sician it is necessary to bring him into proper align- 
ment with the period of medicine through which 
he lived, and of which he was a part. In Toland’s 


7” This serious folly is being gradually corrected since 
Sir William Osler in 1905 called the world’s attention to it 


in one of his farewell addresses to America, “The Fixed 
Period.’’™ 
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day, asepsis in surgery was unknown, and the 
washing of hands was not even suggested. Pasteur’s 
discoveries were not yet appreciated, and the ideas 
of Lister, just then being introduced, were con- 
sidered a joke. Koch had not yet discovered thie 
first germ, nor Roentgen the x-rays. The cause oi 
tuberculosis, syphilis, malaria, typhoid fever, diph- 
theria, and, in fact, infectious and contagious dis- 
eases in general, were still matters of conjecture. 
These were the days when doctors pronounced; it 
was a time when medicine was an art, not a science. 
Little wonder that physicians needed personality to 
help them in their everyday problems. In their 
saddlebags they carried none of the armamen- 
tarium of the graduates of modern medicine; 
nevertheless, the great physicians of that day cured 
some, alleviated the distress of many, and sympa- 
thized with all. They were, indeed, the friends of 
all mankind. 


BELOVED BY HIS PATIENTS 


Years of observation have forced upon me thie 
conclusion that the careful preparation and long 
years of diversified clinical teaching and laboratory 
training do not, in many cases, make the doctor and 
that, perhaps, after all, it is the man who is the 
successful physician. Our young doctors today 
know little of the tongue and its proper reading, 
nor is the feel of the pulse impressed upon them. 
Above all they know little of the art of medicine, 
though much of its science; and often, the diag- 
nosis having been determined—correctly or in- 
correctly—they consider their duty to the patient 
done. They know little of the power of suggestion 
and the wonders that may be accomplished by per- 
sonally inspiring their patients. In these aspects of 
medicine, Doctor Toland was a master and, al- 
though his method was often condemned, he cured 
his patients and retained their veneration. He be- 
longed to a generation of surgeons which is rapidly 
passing into history. The general surgeon of his 
day occupied a place in surgical science and in 
the hearts of the people which the specialist can 
never fill; and this is one of the dire penalties of 
specialism. 

A PATRON OF SCIENCE 


Hugh H. Toland, by his ability as a surgeon, his 
capacity as a teacher, his contributions to the medi- 
cal and surgical literature of his day, and his domi- 
nant personality was, when he came to die, perhaps 
the most outstanding figure in medicine not only 
on the Pacific Coast, but in the West. Today we 
are permitted to obtain a perspective of him and his 
achievements. As years have grown into decades, 
and now, as a full half-century has rolled by, his 
name looms larger than ever, while most of his 
bitter and shallow contemporaries, who made light 
of his achievements, have faded into obscurity. His 
name will rightfully live as that of a patron of 
science and learning on the Pacific Coast. 

384 Post Street. 
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CLINICAL NOTES AND CASE 
REPORTS 


HEMOPOIETIC APLASIAS FOLLOWING THE 
ARSPHENAMINS, WITH TWO 
CASE REPORTS 


By WituraM E. Grananm, M.D. 
AND 
Norman H. Toprine, M.D. 
San Francisco 


[URIN G the past few years the arsphenamins 
have been belabored because of untoward re- 
sults occurring during the treatment of syphilis. 
Among these unlooked-for complications, changes 
in the hemopoietic system, due to the arsphena- 
mins, have more and more been frequently men- 
tioned. This increasing accumulation of literature 
is probably due in part to several masterful arti- 
cles appearing during 1932. McCarthy? and Wil- 
son published a summary of the literature, and 
cited two cases of symptomatic theombocytopenic 
purpura at about the same time that A. B. Love- 
man? also reviewed the literature and added sev- 
eral cases of varied types of blood reactions due 
to the arsphenamins. These conditions are rare, 
however. Cole * and his coworkers observed only 
two cases of blood dyscrasias in a total of 338 
complications arising in the treatment of 1,212 
patients over a ten-year period. Phelps had two 
cases in 272,354 injections, and Combs one in 
4,000 patients. The following two cases have oc- 
curred in our antiluetic clinic in some 23,000 
injections over a period of six years. 


CLINICAL NOTES—CASE REPORTS 


REPORT OF CASES 


Case 1.—T. A., a seaman, white, age forty-two, re- 
ported at the outpatient clinic of the Marine Hospital at 
San Francisco, California, on October 7, 1935, complain- 
ing of a penile lesion which had been present, off and on, 
for the past six months. Blood was obtained for a Wasser- 
mann test on that date. The Noguchi antigen was one 
plus, the cholesterin antigen was four plus, and the Kahn 
test was positive. The patient stated that he had had no 
previous treatment. He had gonorrheal urethritis in 1931. 

As no contraindications were present, antiluetic therapy 
was started at once, with prompt healing of the penile 
lesion. During the course of his outpatient treatment he 
received twenty-one intramuscular injections of bismuth, 
totaling 3.15 grams, and twenty-one intravenous injections 
of neoarsphenamin, totaling 8.55 grams. 

On January 15, 1936, however, after receiving his treat- 
ment, he complained of nose-bleeds, which had been occur- 
ring off and on for the past two weeks. He had also had 
a cold, with cough, for one week. He was at once sent 
to the ear, nose, and throat clinic, where a small oozing 
point was discovered on the septum. The nose was packed 
with cocain-oxycyanid, the packing being removed on the 
following day. He returned on January 20, four days 
after this, when he stated that the bleeding had reappeared 
and had become almost constant. He was admitted to the 
hospital on the medical service. 


On admission, the patient’s only complaints were bleed- 
ing from the nose and a cold with coughing. Physical 
examination revealed the following significant findings: 


A moderately obese white male, quite apprehensive, 
with clotted blood on his lips and bright red blood oozing 
from his nares. 


Eyes: Conjunctiva injected. Definite icteric tint to 
sclerae. Pupils equal and regular, and react to light and 
in accommodation. Extra-ocular movements normal. 


Nose: Both nostrils filled with fresh blood-clots. Blood 
oozing from under clots. No bleeding points seen after 
clots were removed. 


Mouth: Lips coated with dried blood. Tongue coated. 
Petechial spots on palate and on buccal mucous mem- 
brane. Pharynx injected and tonsils atrophic. Several 
ulcerative lesions on uvula and soft palate. 

Neck: No adenopathy present. 

Heart: Apex impulse in fifth interspace one centimeter 
outside midclavicular line, rate 68, regular rhythm. No 


thrills. Soft, blowing systolic murmur heard at aortic 
area. Blood pressure, 120/80. 


Lungs: A few subcrepitant rales heard scattered 
throughout both lung fields. Otherwise examination was 
negative. 


Abdomen: Obese. No scars, hernias, masses, tender- 


ness, or rigidity. Liver not enlarged or tender. Spleen 
barely palpable. 


Extremities: A few small petechial spots on the right 
arm and under several fingernails of both hands. 


Laboratory work and treatment were immediately 
started, using the following possibilities as a working 
diagnosis : 


1. Arsenical reaction. 
2. Blood dyscrasia. 
3. Bacterial endocarditis. 


The appended chart indicates the blood picture from 
day to day, with the accompanying treatment : 


COMMENT 


The blood culture was found to be negative, 
and as there was a history of intensive arsenical 
treatment for the past three months, it seemed 
evident that the accomparfying blood dyscrasia 
could be best explained on a basis of neoarsphena- 
min as the etiologic agent. Due to the marked 
reduction in polymorphonuclear cells, agranulo- 
cytosis was thought of at once. There was, seem- 
ingly, one serious discrepancy in this diagnosis, 
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namely, the tremendous reduction in the blood 
platelet count, with the accompanying hemorrhagic 
diathesis. As the case was further studied, how- 
ever, it was realized that arsphenamin may produce 
not only an agranulocytosis, but also a thrombo- 
cytopenic purpura, and even a complete aplasia 
of the bone marrow. The patient was, therefore, 
believed to have a combination of agranulocytosis 
and thrombocytopenic purpura, the etiologic agent 
being neoarsphenamin. 

In considering the proper treatment to be em- 
ployed, the question arose as to the extent of dam- 
age in the bone marrow. If an aplastic anemia 
were present the prognosis was, of course, exceed- 
ingly grave. There was, however, at no time any 
definite indication of this, the red-cell count never 
dropping below 4,000,000 in spite of continuous 
oozing of blood from the mucous membranes of 
the nose and throat and, probably, the intestinal 
tract. We believed, therefore, that we were justi- 
fied in using large doses of pentnucleotide in com- 
bination with blood transfusions and liver extract. 
In spite of these measures, the bleeding became 
progressively worse, the polymorphonuclear cells 
dropped to zero, the blood platelets dropped to 
500 centimeters, and the patient died at midnight 
on February 24, 1936, after being in the hospital 
less than five days. 


NECROPSY REPORT 


An obese white male, 65 inches tall, hair tinged with 
gray. There is a frothy, bloody fluid running from the 
nose and mouth. The pupils are contracted. Marked sub- 
conjunctival hemorrhage in both eyes. No external lymph- 
adenopathy. 

Chest: No fluid or adhesions in either pleural cavity. 
Lungs normal, except for hypostatic congestion of the 
bases. 

Heart: Pericardial sac contains 50 cubic centimeters of 
clear serous fluid. Several petechiae are present on the 
epicardium. The left ventricle is pale, and hypertrophic. 
The valves are normal and the coronary orifices are 
patent. There are mild luetic changes in the intima of all 
parts of the aorta. The heart weighed 440 grams. 

Abdomen: Obese wall. Tissues show icteric tint. 
testines distended with gas. 


In- 
Numerous purpuric areas 
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present in the lower five feet of the ileum. The lumen 
contains black, tarry material, evidently partially digested 
blood. 

Spleen: Weighs 240 grams. Is about twice normal size, 
dark mahogany in color, with numerous petechiae on the 
surface. It is mushy in consistency and, on sectioning, the 
surfaces are dark red with areas of hemorrhage present. 

Liver: Petechial hemorrhages scattered over the whole 
surface. Sections show gross hemorrhages interspersed 
between yellow areas, suggestive of fatty degeneration. 

Stomach: Contains about 300 cubic centimeters of a 
dark, bloody fluid. There are numerous petechial hemor- 
rhages in the mucous membrane along the greater curva- 
ture. 

Kidneys: Normal size. Both kidneys congested. The 
capsule strips easily. Petechial hemorrhages are present 
over the surface. In the cut surfaces the cortex is con- 
gested and edematous. Numerous hemorrhagic areas are 
present throughout the parenchyma. 


Bone marrow: Pale in color. Microscopically, there is 
no evidence of any attempt at regeneration. Normoblasts 
greatly reducel per oil immersion field. Myelogenous 
series markedly reduced and very toxic in appearance, 
vacuolated, with no mature cells seen. 

Pancreas, bladder, testicles and prostatic gland are 
normal. 

v 7 7 


Case 2.—C. M., a seaman, white, age twenty-four years, 
entered the Marine Hospital at San Francisco, California, 
on November 28, 1934. He complained of a urethral dis- 
charge and penile sores. His family and personal history 
were not significant. He denied having taken coal-tar 
derivatives or any additional medication other than the 
antiluetic treatment mentioned below. Twenty-eight days 
previous to admission he developed two small ulcers on 
the penis. He reported to a physician in Los Angeles. 
who found the blood Wassermann four plus. The patient 
was given one cubic centimeter of bismuth in oil on No- 
vember 5, 8, 13, 19, and 26, 1934, and 0.9 gram of neo- 
arsphenamin on November 8, 15, and 22, 1934. 


Upon admission to this hospital, physical examination 
revealed a very robust individual whose only positive find 
ings were healing penile ulcers, enlargement and tender- 
ness of the inguinal glands, and an enlarged and painfu! 
prostate. The Noguchi and cholesterin antigens were four 
plus; the Kahn test was positive. The patient was place‘ 
on hot sitz baths, and was given 0.1 gram of arsphenamin 
and 0.15 gram of bismuth salicylate on December 1 and 5 
1934. He developed a yellow tinge to the sclerae on De- 
cember 6, 1934; the icteric index was 20 units. The ant!- 
luetic treatment was discontinued. 
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On December 9, 1934, the patient complained of a cold 
and sore throat. Examination revealed redness and swell- 
ing of the gums. The temperature was 100.5 degrees 
Fahrenheit. Sitz baths were discontinued and the patient 
was treated expectantly. On December 12, 1934, the 
mucous membrane of the mouth was diffusely inflamed, 
and there was a grayish, adherent membrane over the 
hard palate and gums. The temperature had risen to 105 
degrees Fahrenheit. Except for bilateral swelling and 
tenderness of the submaxillary lymph glands, the physical 
examination was negative. A culture of the throat smear 
revealed long chain streptococci and M. catarrhalis; blood 
culture revealed no growth. Blood counts are recorded in 
Chart 2 


\ diagnosis of agranulocytosis was made. The patient 
was given normal warm saline irrigations to the throat 
several times daily, a liquid diet, and a sufficient amount 
of codein to insure rest. Pentnucleotid (10 cubic centi- 
meters) was administered intramuscularly twice daily. 
Pentnucleotid therapy was discontinued on January 14, 
1935. This was followed by five doses of iodobismitol ; 
two cubic centimeters was given intramuscularly twice a 
week for five doses. The percentage of granulocytes de- 
creased from 63 to 36. Pentnucleotid was given again and 
the iodobismitol was discontinued. The white count re- 
turned to normal by January 27, 1935. Mercury inunc- 
tions were started and continued three times weekly. The 
patient felt well and was discharged as fit for duty on 
May 29, 1935. He was advised to continue the mercury 
inunctions while he felt well, and to report as an out- 
patient from time to time for further observation. 

The following are some other points of interest in the 
case. The blood Wassermann test on December 17, 1934, 
was negative in the Noguchi and cholesterinized antigens, 
but positive in the Kahn. On March 7, 1935, and April 22. 
1935, the blood was negative in all antigens. On May 9, 
1935, the spinal fluid examination was entirely negative. 

This same patient reported to the outpatient clinic one 
year later, on April 10, 1936, with a large furuncle on his 
leg. The white count was 18,000, with 80 per cent poly- 
morphonuclears, showing that he had not suffered any 
permanent damage to his hemopoietic system. 


COMMENT 


The two cases reported from this hospital dur- 
ing the past year were direct results of neoars- 
phenamin therapy in the treatment of syphilis. 
In the first case here reported, both neutropenia 
and thrombocytopenia were outstanding findings. 
Furthermore, postmortem examination plus micro- 
scopic studies of the bone marrow indicated an 
early aplastic anemia. As would be expected from 
these findings, the case terminated fatally in spite 
of intensive therapy, consisting of pentnucleotid, 
liver extract, and blood transfusions. 
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In the second case, however, in which neutro- 
penia was the only change in the blood picture, 
there was an excellent response to the pentnucleo- 
tid therapy, and the patient had completely re- 
covered when he was discharged from the hospital. 

DISCUSSION 

The mechanism by which the arsphenamins 
cause changes in the blood picture is rather vague. 
Syphilis apparently has no relation to the etiology 
of agranulocytosis. Culley et al.* reported a case 
following neoarsphenamin therapy in which the 
patient was not affected with syphilis. It is a well- 
known fact that both benzene and arsenic cause 
bone-marrow depression, Kracke® having been 
able to produce agranulocytosis in rabbits by ad- 
ministering benzene subcutaneously; and, since 
arsphenamin combines these two drugs, we have 
a compound which may act as a very strong etio- 
logic agent. 

The cases of blood dyscrasias following the ars- 
phenamins can be classified as follows: 

Class 1. Thrombocytopenic. Purpura and ex- 
ternal bleeding are constant symptoms and occur 
within a few hours to days after the last injection. 
Reduction in the number of platelets is the out- 
standing feature. 

Class 2. Neutropenic. Fever, sore throat, and 
necrotic lesions of the pharynx are the commonest 
symptoms and findings clinically. The blood pic- 
ture reveals a great diminution to total absence 
of the neutrophilic leukocyte. 

Class 3. Thrombocytopenia and Neutropenic. 
Purpura, external bleeding, fever, sore throat, and 
necrotic lesions of the pharynx are all clinically 
marked. The blood picture is a combination of 
Classes 1 and 2—revealing a marked reduction in 
platelets, plus a diminution to total absence of the 
neutrophilic leukocyte. The red cells, hemoglobin, 
and lymphocytes, all remain within the normal 
range. 

Class 4. Aplastic. This represents the largest 
group in the literature and is the most serious. 
The symptoms and clinical findings are varied, 
ranging from pallor to purpura or bleeding. The 
blood picture indicates a depression of all the 
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circulating blood elements, red cells, hemoglobin, 
platelets, etc. 

The prognosis depends upon the amount of 
bone-marrow depression. The thrombocytopenic 
group offers the best prognosis, as they almost 
invariably recover when this is the only change 
in the blood picture. The cases of neutropenia 
may be expected to recover as long as there is 
not a total absence of polymorphonuclear cells. 
The group in which there is both neutropenia 
and thrombocytopenia offers a more serious prog- 
nosis than either of the two separate types. As 
shown in Case 1, which clinically fell in this group, 
while postmortem examination indicates a decided 
aplasia of the bone marrow, the prognosis may 
be that of aplastic anemia which, of course, is 
exceedingly grave, the literature revealing a mor- 
tality of 83 per cent, when, clinically, the diag- 
nosis of true aplastic anemia was made. 


IN CONCLUSION 


The blood dyscrasias, although quite rare, are 
of sufficient interest and importance to be kept 
constantly in mind in any clinic where extensive 
antiluetic therapy is being conducted. We are re- 
porting two cases which have occurred during the 
past year at the Marine Hospital in San Francisco. 

Attention is called to the fact that when either 
purpura, external bleeding, sore throat, necrotic 
pharyngeal ulcerations, or pallor are present dur- 
ing the course of arsphenamin therapy, the blood 
picture should be immediately studied with one of 
the dyscrasias as the diagnostic possibility, and 
the appropriate therapy instituted without delay.t 

United States Marine Hospital, San Francisco. 
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POTASSIUM IODID: ITS USE* 


By Frep Baker, M.D. 
Point Loma 


A eighty-four I have long been retired from 
active practice, but a few of my old patients 
still come to me for slight attention. Having 
specialized somewhat in diseases of the eye, I oc- 
casionally fit a pair of glasses. 

So long out of practice, there would seem to be 
little of value which I could offer to a younger 


+ We wish to acknowledge the courtesy of Drs. F. C. 
Stewart and E. L. White, in furnishing the data on our 
second case. 

* These personal observations by a pioneer physician ef 
San Diego, Dr. Fred Baker. known to many of the older 
members of the California Medical Association, should be 
of interest. See also Doctor Baker's letter on page 380. 
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generation of physicians trained in newer methods 
of practice of which we scarcely dreamed. Yet it 
does not happen to many members of the pro- 
fession to observe individuals as I have done in a 
few cases over a term of more than forty years 
Some such observations seem worth while putting 
on record. 

My thesis is the proper and improper use of that 
old and tried remedy, potassium iodid, which, as 
it appears to me from reports among my younger 
friends, is too much neglected in favor of newer 
drugs, often less efficient than this old reliable one. 
I trust I may be pardoned for a report on my per- 
sonal experience. 


When I was a medical student I developed a 
small opacity of the vitreous humor of the right 
eye. Doctor Frothingham of the eye department 
wrote me his regular prescription—a dram of iodid 
of potassium in an ounce of water, a teaspoonful 
to be taken three times a day, thus giving about 
seven and a half grains at each dose. I took it for 
about four days, when I developed an intensely sore 
throat and had to stop the drug. Naturally, it did 
no good in so short a time. 


About thirty years ago this same opacity appar- 
ently increased in size so rapidly that I suspected 
a retinal hemorrhage. I am not sure whether the 
opacity actually increased in size or simply shifted 
its position more directly into the line of central 
vision. I immediately resorted to my old remedy. 
the iodid. Forgetful, however, of my former ex- 
perience, I took ten drops of a saturated aqueous 
solution of the drug three times a day, about eight 
grains at each dose. It did splendid work with the 
opacity, which disappeared almost entirely within 
a short time, but I found my health failing so seri- 
ously that I spent about two months in bed with 
a rapid and irregularly acting heart and great gen- 
eral depression. None of our local doctors would 
venture a diagnosis, and I got out of bed with badly 
impaired health, which has greatly lessened my 
activities ever since. 

It was about a year before any definite diagnosis 
was made. Then, at a meeting of the State Medical 
Society, I met Dr. Martin Fisher, who later went 
to the Medical School of the University of Cincin- 
nati as professor of physiology. He diagnosed the 
case at once, assuring me that the condition was 
just being recognized ; that there were less than a 
dozen cases then on record. He said that the over- 
dosage of potassium iodid had brought on a hyper- 
thyroidism, in my case showing only an extreme 
tremor and irregular heart action with depression. 
without the usual exophthalmia and enlargemen' 
of the thyroid. I have not kept up with medical 
literature for many years and the condition may 
be a well-recognized disease now, but it was almost 
unknown when I acquired it. 

Curiously, I had been following a routine with 
all of my patients for several years which, most 
unfortunately, I failed to practice in my own case. 
I always prescribed a saturated solution of the iodid 
and, beginning with one, or at most, two drops, 
increased the dose a drop a day if there were no 
hurry ; a drop at a dose three times daily if the case 
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was urgent. But as I was foolish enough to be- 
lieve that I could stand any reasonable dose, and 
the case seemed most urgent, disastrous results 
followed. 

Surgery, possibly, offers the best opportunity to 
observe direct results of treatment. But in internal 
medicine I believe there is no condition where the 
physician can so certainly and accurately gauge the 
effects of his medicine as in observations of the 
internal anatomy of the eye. In cases of retinitis, 
choroiditis, vitreous opacity, and cloudy aqueous 
humor, the oculist prescribes his drugs, and with 
his ophthalmoscope can observe the results from 
day to day or from week to week. It has been my 
good fortune to watch a great number of such cases, 
some of them through long terms of years. 


Recurring to my method of determining the 
patient’s tolerance of the drug, I have found two 
symptoms of overeffect which seem to be of para- 
mount importance—the induction of a sore throat 
and loss of appetite, often with severe vomiting. 
At the first appearance of either of these symptoms, 
the dose should be well cut down and a very slow 
approach begun again to find just how much of 
the drug can be given, generally three times a day, 
without any disturbance. This dosage can usually 
be continued indefinitely. 


I recall one case of my student days which should 
have waked us up to the facts here stated. A man 
about forty, who could not see light in either eye, 
came to the clinic. His vitreous was so clouded 
that no red reflex showed on ophthalmoscopic ex- 
amination. Doctor Frothingham again prescribed 
his usual dose of the iodid, seven and a half grains, 
three times daily. After three or four days the 
patient had severe vomiting, lasting two days. 
After about five days Dr. Frothingham repeated 
the same dosage with the same results. I do not 
know how often this happened, but at the end of 
a few weeks the opacity in both eyes had cleared 
absolutely, giving a perfect view of the fundi. But 
still the patient could not see light. The fundus 
was scarred all over from what evidently had been 
an intense chorioretinitis, leaving absolute blind- 
ness in its wake. I do not recall whether there was 
luetic infection in this case, but I believe it does not 
make much difference. The iodid should be given 
in all cases where there is an inflammation leaving 
any amount of deposit in the tissues of the eyes. 
Observation would simply tend to show that in 
luetic cases the effect is likely to be more prompt 
and more startling than in cases where such in- 
fection is absent. 


It has been my good fortune, many times, to have 
given iodid of potassium in cases of retinitis, cho- 
roiditis, and vitreous opacity, and to have been able 
to watch, with the ophthalmoscope, the gradual 
disappearance of the deposit to more or less com- 
plete recovery. A case in point: that of a young- 
ster in the grade schools, who came to me pro- 
fessionally over forty years ago for an acute retini- 
tis. His vision was down just below 20/70. As 
usual, I gave the iodid and ordered the use of atro- 
pin and dark glasses. The first time the treatment 
lasted nearly three months, during which he kept 
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up his school work with the help of his mother. For 
several years he had frequent recurrences of the 
trouble, each time with more or less loss of vision 
and more or less deposit in the retina. I have 
watched these deposits clear up time and again 
under the influence of the iodid. After each attack 
his vision was normal, and it has continued so to 
the present time. The eyes are strong and he has 
had no recurrence since his university days. Then 
he had two attacks and was treated by Dr. A. 
Barkan, along the same lines that I had tried, with 
the same results. But he lost so much time that he 
gave up endeavoring to finish his university course. 
I have had this patient under observation during 
all the intervening years, and he still comes to me 
for changes of glasses. Today he has normal vision 
in each eye, and the eyes are strong. I greatly doubt 
if any other treatment than that used could have 
given the same results. 

A curious concomitant of this case puzzles me. 
When about three years old, this patient had measles 
with a severe myocarditis as a complication. It left 
him with one of the loudest mitral murmurs that 
I have ever heard. This lasted into adult life; but 
perfect compensation has since taken place and he 
was accepted by an old line insurance company 
for a policy of $10,000 about sixteen years ago, 
although he gave the examiner a history of the old 
heart murmur. We have all seen more or less com- 
pensation take place in such cases, but I have never 
seen such complete recovery as in this case. I have 
long believed that the continued dosage with the 
iodid was a very large factor in this change. Of 
course, this is not susceptible of proof, but I report 
it for what it is worth. 

As to the difference of toleration, I have seen 
one case with vision down to 20/40 where distinct 
retinal deposits disappeared under the influence of 
a single drop of the saturated solution three times 
a day; and I had two cases of paresis of the ex- 
trinsic muscles of both eyes, with a history of old 
syphilis, in which I gave a teaspoonful of the satu- 
rated solution three times a day without any symp- 
tom of overdosage. One patient made a perfect 
recovery, which continued during about six years 
that I had him under observation. The other, a 
professional strumpet, was not affected by the 
treatment. 


Recurring to my own case, I have found that I 
bear four drops of the iodid solution three times 
a day. I can continue this dose indefinitely, but five 
drops almost immediately brings on severe sore 
throat and nausea. 


I have not kept up with medical literature of late, 
so do not know how far anyone has preceded me 
in any of the conclusions here drawn. But I have 
talked with many physicians through the years and 
find a lot of them following the old and dangerous 
practice of giving a set dose of the iodid to all 
patients. In some cases this can very seriously dam- 
age the patient; in others it will prove absolutely 
inert and there will be another physician without 
any faith in potassium iodid, one of the most reli- 


able remedies, however, in our armamentarium. 
Point Loma. 


BEDSIDE MEDICINE FOR BEDSIDE DOCTORS 


An Open Forum for brief discussions of the workaday problems of the bedside doctor. Suggestions of subjects 
for discussions invited. 


THE MYOMATOUS UTERUS 


I, DIFFERENTIAL DIAGNOSIS AND TREATMENT 


CLARENCE W. Pace, M.D. (2560 Bancroft Way, 
Berkeley ).—Diagnosis.—The diagnosis of an un- 
complicated myomatous uterus of fair size is one 
of the simplest in gynecology. A hard, irregular 
tumor occupying the mid-abdomen is character- 
istic, and bimanual examination shows the mass to 
be intimately connected with the cervix. However, 
in some cases the tumor is more uniform and at 
times quite soft. Single, pedunculated fibroids may 
be more difficult to distinguish from tumors aris- 
ing in other structures. 

When the myoma does not distort the uterine 
cavity there is not likely to be any disturbance of 
the menstrual flow, and the symptoms are mainly 
those due to pressure on the other abdominal 
organs. When the myoma grows into the uterine 
cavity the menstrual flow is usually increased in 
both amount and duration. If the myoma should 
become an intra-uterine polyp, bleeding may be 
intermenstrual in type as well as menorrhagic. 

Pregnancy is the commonest abdominal tumor 
and must always be considered. It must be re- 
membered also that pregnancy and fibroids fre- 
quently coexist. When both conditions are present, 
there will usually be some areas which are defi- 
nitely softer than in an uncomplicated fibroid. 
Amenorrhea is the rule in pregnancy and rare in 
fibroids. Associated symptoms of pregnancy may 
make one suspicious at once of the possibility of 
pregnancy. No patient in whom there is any ques- 
tion of the existence of pregnancy should be oper- 
ated upon unless the hormone test has been done. 
Notwithstanding this, nearly every surgeon of ex- 
perience has occasionally opened an abdomen only 
to discover what very closely resembles a pregnant 
uterus. Several points will aid in preventing either 
the removal of a pregnant uterus or closure in the 
mistaken idea that one is dealing with a pregnancy. 
One of these points is the relationship of the tubes 
and round ligaments to the fundus. In pregnancy 
the normal relationship is preserved, while in 
myoma it is likely to be disturbed. In pregnancy, 
search of the ovaries may reveal the presence of 
a corpus luteum of pregnancy, while this will be 
absent in myoma, Finally, aspiration of the tumor 
may disclose the presence of amniotic fluid, and 
this procedure is not injurious should pregnancy 
be present. 

Extra-uterine pregnancy, particularly an ab- 
dominal pregnancy with formation of a litho- 
podium, may closely simulate a myoma. The 
history, if carefully taken, will be suggestive and 
an X-ray examination will usually reveal the true 
condition. I have seen operation undertaken under 
such circumstances. Surgery is indicated anyway, 
but the mistake may be embarrassing. 
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Ascites may resemble an abdominal tumor. The 
dullness is in the dependent portions with tympany 
in the mid-abdomen while recumbent. The reverse 
is true in myoma. The dullness also changes with 
change of position and a fluid wave may be demon- 
strated. While ascites may accompany fibroids, it 
is very rare unless due to associated cardiac or renal 
failure, and these conditions should easily be shown. 


Ovarian cysts usually present no great difficulty 
in differentiation. When the cysts are thick-walled, 
they may cause some confusion. Malignant cysts, 
especially when there are solid metastases in 
the omentum, may closely simulate a myomatous 
uterus. The frequent association of ascites under 
these circumstances and its rarity in myoma will 
assist, and a careful history and palpation of the 
tumor may settle the question, 


Chronic pelvic inflammatory masses, when large 
and adherent to the uterus, may cause some con- 
fusion. Usually a history of previous pelvic in- 
flammation can be obtained. There will commonly 
be some increase in the white blood count, decrease 
in the sedimentation time, some elevation of the 
temperature and more tenderness than is found 
in myoma. 


The frequent association of pelvic 
inflammation and myoma is important to remember. 
Witherspoon says that his experience has demon- 
strated the almost universal association of the two 


conditions in colored patients. I agree that it is 
very common under these circumstances, but my 
experience would not justify so extreme a state- 
ment. As radium is contraindicated in the presence 
of pelvic inflammation, the association of the two 
is important to bear in mind. 

Torsion of a pedunculated fibroid is a possibility, 
though rare compared with the frequency of 
torsion of ovarian cysts. The symptoms are simi- 
lar to those presented by torsion of an ovarian cyst. 
or even of a hydrosalpinx, and a definite differ- 
entiation may be almost impossible preoperatively. 
The diagnosis of an acute surgical abdomen is fre- 
quently the preoperative diagnosis. 

The development of sarcoma in a myomatous 
uterus may be suspected if the growth be rapid. 
Otherwise it is impossible to detect it, unless it 
should invade the uterine cavity. It would then 
cause irregular bleeding, and a diagnostic curet- 
tage and biopsy would make the diagnosis. 

Carcinoma of the uterus rarely presents great 
difficulty in differentiation, The myomatous uterus 
seldom bleeds unless the uterine cav ity is involved, 
and then the bleeding is usually menorrhagic in 
type. The bleeding in carcinoma is usually metror- 
rhagic. Any patient who is supposed to have a 
myoma in which there is any vaginal bleeding 
should be subjected to a preliminary diagnostic 
curettage with biopsy. 

As in carcinoma, the uterine bleeding associated 
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with hydatidiform mole and chorionepithelioma 
will ordinarily prevent confusion. 

A mole has a short period of amenorrhea and 
other symptoms suggesting pregnancy preceding 
the onset of bleeding. The rapid growth of a soft 
tumor is suggestive, and if the characteristic grape- 
like portions of the tumor are passed, the diagnosis 
is certain. Chorionepithelioma usually follows mole 
or occasionally abortion, and in those cases which 
I have seen, the enlargement of the uterus has not 
been great. As bleeding is present, diagnostic 
curettage is indicated and will reveal the condition. 
It should be remembered that both of these con- 
ditions show a positive hormone test in high di- 
lutions of the urine. 

A myoma developing low on the posterior sur- 
face of the uterus may simulate a retroverted 
uterus. If the fundus cannot be palpated anteri- 
orly, and there are no contraindications to the 
procedure, the passage of a uterine sound may 
show the true relationships. 

If the myoma develops between the layers of the 
broad ligament, the distinction between it and a 
solid tumor of the ovary may be difficult, unless 
the ovaries can be palpated independently of the 
tumor. 

Intra-uterine and cervical polyps present other 
diagnostic and therapeutic problems. This phase is 
being set forth by another essayist. 

Near the menopause we sometimes encounter a 
moderate increase in the size of the uterus due to 
a general replacement of the muscle tissue by 
fibrous tissue. It will not often cause difficulty 
in diagnosis except when considering submucous 
mydmata. As bleeding is the compelling symptom, 
diagnostic curettage is indicated. Delicate manipu- 
lation of the curette will reveal the soft velvety feel 
of malignancy, the hard smooth surface of general 
fibrosis or the irregularity present in submucous 
myomata. 

Treatment.—In discussing treatment it is im- 
portant to rememebr that many myomata are rela- 
tively symptomless and require no active treatment. 
Under such circumstances the patient should be 
urged to report once or twice yearly for examina- 
tion, and immediately if symptoms develop. If the 
tumors are not increasing in size or producing 
symptoms, they may be left alone. 

Diagnostic curettage and biopsy should precede 
or accompany any form of treatment if there is 
any bleeding. 

The methods of treatment available at present 
may be enumerated as follows: (1) Subtotal ab- 
Jominal hysterectomy; (2) Total abdominal hys- 
terectomy; (3) Radiation with cither x-ray or 
radium; (4) Abdominal myomectomy; (5) Vagi- 
nal hysterectomy; (6) V aginal myomectomy ; and 
(7) Removal of polypoid tumors through the 
vagina. 

Subtotal abdominal hysterectomy is the common- 
est procedure. For the technique of this operation 
and the many modifications, the reader is referred 
to standard texts. The disposition of the ovaries 
will need consideration. In younger women the 
Preservation of at least one ovary is desirable if 
ample circulation can be assured. Removal of the 
associated tube will frequently prevent ample circu- 
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lation and cystic degeneration is likely to follow, 
necessitating additional surgery later. Should it be 
thought best to remove both ovaries, consideration 
should be given to the advisability of implanting 
portions of an ovary, cut into small fragments, in 
the rectus muscle. 

Some surgeons advocate total hysterectomy in 
all cases. This is based on the fear of the develop- 
ment, or - possibly of overlooking, carcinoma in the 
retained cervix. The skillful surgeon will not mate- 
rially increase his mortality by practicing routine 
total hysterectomy. In the hands of the occasional 
operator, however, the increased risk of the total 
over the subtotal operation may more than offset 
the risk of cancer. If the cervix is seriously dis- 
eased, it should certainly be removed. An alter- 
native procedure is the deep destruction of the 
endocervix by the electrocautery as a preliminary 
step, or the removal of the same from above after 
amputation of the tumor. 

Treatment by x-ray or radium in properly se- 
lected cases is an efficient method. Baer et al. state 
that in the Michael Rees Hospital 15 per cent were 
treated by radiation in 1923, but that in 1933 the 
number was reduced to 2.1 per cent. Diagnostic 
curettage and biopsy must always precede or ac- 
company this form of treatment. It is particularly 
adapted to the tumor not larger than the size of 
a twelve to fourteen weeks’ pregnancy in women 
over thirty-five years of age. In younger women 
the menopausal symptoms may be so severe as to 
cause regret. The patient who is a poor operative 
risk may be better treated by radiation in many 
cases, especially if bleeding is the prominent symp- 
tom. The bleeding is checked in a high percentage 
of cases and slow regression of the tumor often 
follows. Tumors which are causing pressure symp- 
toms or pain are not favorable for treatment by 
radiation. Pedunculated fibroids and tumors under- 
going degeneration present unfavorable conditions. 
Rapidly growing tumors are better treated by sur- 
gery. Chronic pelvic inflammation is unfavorably 
influenced by radiation, so if there is any suspicion 
of its presence, surgery is preferable. Pregnancy 
contraindicates radiation unless the pregnancy is 
to be terminated at the same time. 


The effect of radiation is probably an indirect 
one, dependent on the effect of the rays on the 
ovaries. The dosage must, therefore, be sufficient 
to cause permanent amenorrhea. Two thousand 
milligram hours of radium, or its equivalent in 
x-ray, will usually suffice. Proper screening of the 
radium, firm packing of the vagina, and prevention 
of a full bladder are some of the necessary pre- 
cautions. In young women, when it is desired to 
preserve the child- -bearing function, myomectomy 
may be the operation of choice. It should be re- 
stricted to interstitial, subperitoneal, and peduncu- 
lated fibroids where the number of tumors is not 
large. There is considerable risk that some small 
tumors may be overlooked and necessitate hyster- 
ectomy later. It is inadvisable, therefore, unless 
the desire for pregnancy outweighs the risk of 
recurrence. 

Vaginal hysterectomy in the hands of one skilled 
in this method of approach is quite satisfactory, 
provided the tumor is not too large to be delivered 
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easily through the vagina. Larger tumors have 
been operated upon by this route, but the tech- 
nique is difficult and the advantages questionable. 
Myomectomy may also be done by this route, but 
I believe it to be inferior to the abdominal approach. 

Removal of intra-uterine and cervical polyps 
through the vagina is sometimes a simple pro- 
cedure, but in other instances they are preferably 
treated by hysterectomy. In removing a large 
extruded polyp, one should rule out the possi- 
bility of a chronic inversion of the uterus, for 
vaginal hysterectomy should be premeditated and 


not accidental. 
* * * 


Il, THE EFFECT OF FIBROMYOMAS ON LABOR 


Donatp G. To.Lterson, M.D. (511 South 
Bonnie Brae Street, Los Angeles ).—The dystocia 
produced by fibroid tumors will depend upon their 
size and situation. While the incidence of this type 
of tumor in pregnant women is conservatively 
estimated between 5 to 10 per cent, those of suffi- 
cient size to give rise to complications in labor is 
probably less than one per cent of all obstetrical 
admissions. The three conditions most often en- 
countered when labor occurs in myomatous uteri 
are as follows: 


1. Obstruction to the birth canal. 

2. Increased occurrence of abnormal presenta- 
tions (such as breech and transverse). 

3. Uterine inertia. 

It is extremely difficult to prognosticate the end- 
result, for frequently a tumor which seems to pre- 
sent a definite obstruction is withdrawn upward 
when the cervix begins to dilate. Tumors which 
are adherent in the cul-de-sac or cervical myomas 
will not allow delivery per vagina; while tumors 
on the anterior wall will seldom obstruct either the 
descent of the presenting part or the pelvic outlet. 
The submucous type of growth when located near 
the inlet is responsible for the faulty adaptation of 
the presenting part. This gives rise to malposition 
and presentation. A series reported by Lynch 
shows the incidence of transverse as 18 per cent 
and breech 22 per cent, as compared with the usual 
incidence of 2 and 3 per cent, respectively. The 
number of such cases requiring operative interfer- 
ence will be greatly increased—a higher maternal 
and fetal morbidity and mortality will be the result. 


Uterine inertia is undoubtedly the most common 
cause of dystocia in the pregnant woman with 
fibromyomas. The interstitial growths replace the 
normal musculature, and weak inefficient contrac- 
tions result. The first stage of labor will be either 
greatly prolonged or not completed, and maternal 
exhaustion and fetal distress will ensue, making 
the termination of both the first and second stages 
a major obstetrical procedure. In the third stage 
of labor, uterine inertia may also produce compli- 
cations. If the tumor involves the area of placen- 
tation, an abnormal decidua may be present, 
causing difficulty in the mechanism of separation. 
Adherent placenta will require more manual re- 
movals, and with the inertia alarming hemorrhages 
will frequently result. 


Treatment.—Routine management of the com- 
plications described above cannot be outlined. The 
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treatment must be individualized. A few sug- 
gestions may be of value in the management of 
these cases, keeping in mind, however, that the 
size, location, number of tumors, period of gesta- 
tion, and conditions present at the onset of labor 
will determine the course that is most advisable to 
pursue. During the latter months some authors 
recommend the daily use of the knee-chest po- 
sition. While this may be of value in so far as 
relieving the symptoms of pelvic pressure, its value 
in displacing tumors in a pelvic location is open to 
question. 

The presence of fibroids in pregnancy is not an 
indication for induction of labor. Prior to the 
onset of the contractions of labor, patients fre- 
quently have irregular pains, which has been de- 
scribed as the preparatory stage of labor. This 
change may be of some value in pulling the tumor 
out of the pelvis so that the presenting part may 
enter. It seems advisable, therefore, to allow labor 
to come on naturally in order to take advantage of 
what nature can do. 

After the onset of labor, when obstruction of 
the birth canal is seen to exist, cesarean section is 
indicated. Patients should not be allowed to labor 
against this obstacle, for rupture of the uterus may 
occur. Simple excision of the tumor or removal of 
the uterus will depend on the size, the location, 
and type of fibroid encountered. 


The most difficult complication to treat in this 
condition is uterine inertia. Analgesia given too 
early in labor will increase the tendency toward 
inefficient uterine contractions. Rest periods have 
been advocated when the patient shows fatigue. 
but are usually not indicated until progress is at a 
standstill. Uterine inertia, if persistent, will re- 
quire operative interference, and too great delay 
will add materially to the obstetrical risk when 
interference becomes imperative. 


The third stage should always be treated con- 
servatively, and this should be reémphasized when 
one is dealing with inertia or fibroids involving 
the placental site. Allow the placenta to separate 
normally and interfere only for the indication of 
bleeding. The oxytocic drugs should not be used 
until separation has taken place. 


To summarize the effect of fibromyomas on 
labor it may be said that: 


1. Uterine inertia is the most difficult compli- 
cation to treat and by far the greatest danger. 


2. The incidence of tumors which will actually 
obstruct delivery is small when labor is allowed to 
ensue. 


3. While fibroids may be considered a real com- 
plication in labor, the prognosis for a satisfactory 
end-result is good when the condition is diagnosed 
and the treatment individualized. 


* * * 


III. CERVICAL FIBROMYOMATA 


Donatp A. Datias, M.D. (490 Post Street, 
San Francisco).—Cervical fibromyomata are dis- 
cussed separately here for the reason that they 
present a somewhat different problem from those 
occurring in the body of the uterus. They occur 
much less frequently than the fundal tumors, the 
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incidence being variously estimated at from 1 to 8 
per cent of all uterine fibroids. They are said to 
be always single tumors as contrasted with those 
in the fundus, which are frequently multiple. They 
vary in size from small nodules to large masses, 
entirely filling the pelvis and weighing up to 7,000 
grams. They arise in either the anterior or pos- 
terior wall of the cervix—more often in the 
posterior. As they increase in size they can remain 
in the wall of the cervix, or can grow in any di- 
rection. If the growth is toward the canal of the 
cervix they frequently become pedunculated and 
protrude through the external os into the vagina. 
If the growth is outward they slowly displace the 
tissues about the cervix in the direction of least 
resistance, and may ultimately fill the pelvis almost 
completely. In consequence of being fixed deep in 
the pelvis by the supporting tissues of the cervix, 
their growth, if great enough, will displace and 
compress the ureters, the bladder, the urethra, the 
sigmoid, and the rectum. The cervix, when these 
tumors are of the larger type, is usually displaced 
forward under the symphysis and frequently can- 
not be exposed for inspection, and occasionally 
cannot be reached by the examining finger. When 
the growth is very large, it may protrude through 
the external os and fill the vagina. Cases have been 
reported in which the tumor actually spread the 
vulva and extended beyond it for several centi- 
meters. The cervix in these cases may be dilated 
as much as during the delivery of a full-term baby. 
Frequently the fundus of the uterus also contains 
fibroids, but if free from them it may be “perched 
on the top of the cervical fibroid like a cap.” 
A number of cases of cervical fibromyoma have 
been reported which have developed after supra- 
vaginal hysterectomy. 

Cervical fibromyomata are apparently not as 
much under the influence of the sex hormones as 
those located in the body of the uterus, and conse- 
quently are more likely to continue to grow after 
the menopause. It is also interesting to note that 
they do not respond well to radiation therapy. 
These tumors have a tendency to become densely 
adherent to the surrounding organs, especially the 
urinary bladder and rectum, and this characteristic 
makes their surgical removal much more difficult. 


One of the common symptoms produced by these 
tumors is profuse hemorrhage. The patients are 
irequently markedly anemic, and transfusion either 
before or after operation is often necessary. Pres- 
sure symptoms are also common; pain, marked 
trequency and incontinence of urine due to com- 
pression of the bladder, ureters and urethra, and 
constipation due to pressure on the rectum, are the 
most usual ones. The engagement of the present- 
ing part during labor is often interfered with by 
acervical fibromyoma. About one-half of the cases 
reported in the literature have been discovered at 
this time. In these cases the presenting part re- 
mains very high and is often deflected toward one 
or the other iliac fossa. When this occurs in spite 
of adequate pains, one should always suspect the 
presence of a cervical fibroid. 

The treatment of cervical fibromyomata is 
always surgical. The pedunculated submucous 
fibroids which protrude through the external os 
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into the vagina can, as a rule, be removed without 
difficulty. The pedicle can be ligated, cauterized 
or clamped. If the pedicle is thick and hemorrhage 
is feared, the clamp may be left in place for forty- 
eight hours, when it can be removed without danger 
of bleeding. These tumors, whether arising from 
the cervix or from the body of the uterus, are 
always infected, frequently with streptococci. In 
cases where abdominal hysterectomy is necessary. 
it is much wiser to remove the tumor as described 
and wait about three weeks before doing the ab- 
dominal operation. 

The treatment of cervical fibroids which inter- 
fere with the presenting part during labor varies 
with the size and location of the tumor. As cesa- 
rean section is usually necessary to deliver the 
child, the tumor can be removed after the placenta 
has been extracted. This can be accomplished by 
making an incision through the endometrium over 
the tumor and shelling it out as in the ordinary 
myomectomy. If this does not seem feasible, 
hysterectomy is probably indicated. 


The surgical removal of the smaller cervical 
fibromyomata is not particularly difficult and is 
attended only by the usual operative risk and, as 
a rule, complete hysterectomy is the operation of 
choice. The removal of the larger tumors presents 
great technical difficulties and carries with it a 
high mortality. As has been stated before, these 
large tumors displace and compress to a greater or 
lesser degree the ureters, bladder, sigmoid, and 
rectum. Any of these organs may be densely ad- 
herent to the growth and may be displaced to a 
remarkable extent. One surgeon reported that, on 
incising the peritoneum over the top of a large 
cervical fibroid, he found that he had incised the 
bladder. The ureters should always be carefully 
looked for and identified, for they may be found 
on top of, beside or below the tumor. The uterine 
arteries are also located only with difficulty, and it 
is important that they be found and ligated early 
in the operation in order to prevent excessive 
hemorrhage. The bladder and rectum should be 
freed from the tumor by careful dissection. It is 
much wiser to leave a part of the tumor attached 
to the wall of the bowel or bladder than to open 
either of these organs in attempting to free them. 
In some of the more difficult cases bisection of the 
uterus and tumor can be done. This will frequently 
give the operator more room in which to work and 
allow him to ligate the uterine artery on one side. 
He can then free the tumor from below upward, 
with little bleeding and much less danger of injury 
to the ureter, bladder, or rectum. The same pro- 
cedure can then be carried out on the other side 
and the operation completed in the usual manner. 

In conclusion, I should like to emphasize that 
the treatment of cervical fibromyomata is always 
surgical ; that the removal of the smaller tumors 
is not difficult if one knows in advance that the 
tumor originated in the cervix and remembers that 
the ureters, uterine arteries, bladder, etc., are 
probably displaced by the tumor. I should also 
like to stress the fact that the excision of the larger 
tumors is likely to be exceedingly difficult and sug- 
gest that the most expert help available be secured 
before attempting the operation. 
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OFFICIAL BUSINESS 
DIGEST OF EXECUTIVE COMMITTEE MINUTES 


Committee met in San Francisco on April 2, 1938. Cre- 
ation of Institution Committees through action of Board 
of Supervisors was recommended. 

Proposed plan for medical and hospital care submitted 
by Standard Oil Company employees was referred for in- 
vestigation and report to Public Relations Committee. 

A conference of representatives of county societies con- 
cerned with medical care of indigent itinerants was ap- 
proved. 

Invitation extended to American College of Physicians 
to hold its 1939 convocation in San Francisco. 


Pneumonia control program referred to Committee on 
Public Health. 


Discussion on malpractice insurance and statement for 
publication approved. 


San Francisco Employees Medical Plan referred to Com- 
mittee on Public Relations. 

Time was fixed for hearing appeal from action of San 
Diego County Society. 

Routine matters acted upon. 


F. W. 


THIS MONTH’S TOPICS* 
ASSOCIATION ACTIVITIES 
. Postgraduate Conferences. 
A Challenge to Medicine. 


Resolutions Establishing Principles of Ethics and Con- 
duct. 


Passing Comment. 

American Medical Association San Francisco Session. 
A Minimum Program for County Societies. 
Association Nights. 

Wanted. 
DEPARTMENT OF PUBLIC RELATIONS 
. Hospital Rates. 
. Health Education. 
You Will Be Interested. 
Malpractice. 


POSTGRADUATE CONFERENCES 


The following represent the places and the subjects pre- 
sented in a series of postgraduate conferences : 


RIVERSIDE COUNTY MEDICAL ASSOCIATION 
Postgraduate Conference, February 14, 1938, at 
Sherman Institute, Riverside 
PROGRAM 
4:00 p.m.—Nonacute Types 
stration), 


of Arthritis (clinical demon- 
John Dunlop, Pasadena. 


*All articles listed under the caption, ‘‘This Month’s 
Topics,”’ have been written and sent to the Editor by the 
Association Secretary, Dr. Frederick C. Warnshuis. 
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5:00 p.m.—Laboratory E> 
Angeles. 
:15 p.m.—Dinner, Sherman Institute. 
:15 p.m.—Menstrual Henry N. 
Angeles. 
rgical Treatment of Pulmonary 


(clinical demonstration), Frank S. 
Los Angeles. 


xaminations, John F. Kessel, Los 


Disorders, Shaw, Los 
Disease 
Dolley, 


7 Y 7 


SANTA BARBARA COUNTY MEDICAL SOCIETY 
Postgraduate Conference, March 12 and 138, 1938, at 
Santa Barbara Clinic, Santa Barbara 


PROGRAM 


Saturday 
:00 a.m.—Clinico-Pathological Conference, 
Brown, Santa Barbara. 
:00 a.m.—Cardiovascular Disturbances, 
Santa Barbara. 
Surgery of Acute Abdomen, W. W. Washburn 
and George W. Pierce, San Francisco. 
:00 a.m.—Dermatology, Samuel Ayers, Los Angeles. 
Gynecology and Obstetrics (sterility, artificial 
insemination), Erle Henriksen, Los Angeles. 


Clark E. 


Frank Nuzum, 


Luncheon 
Endocrinology, E. 
:00 p.m.—Pneumonia: 

Angeles. 

Eye Injuries, J. N. Osburn, Los Angeles 

Nasal Hemorrhage (malignancies of nose and 
throat), Simon Jesberg, Los Angeles. 

Gynecology and Obstetrics (cesarean section, 
specific infections, vomiting of pregnancy), 

John Vruwink, Los Angeles. 


:00 p.m. Kost Shelton, Los Angeles. 


Serum Therapy, Roy Thomas, Los 


Dinner 


Evening—Allergy, Albert Rowe, San Francisco. 
Sunday 
10:00 a.m.—Bleeding Ulcer, William Boeck, Los Angeles. 
Allergy in Children, Albert Rowe, San Fran- 
cisco. 
Drugs and Therapeutics, Chauncey Leake, San 
Francisco. 
Endocrinology (migraine, obesity, undescended 
testicle), E. Kost Shelton, Los Angeles. 
11:00 a.m.—Head Injuries, Howard Naffziger, San Fran- 
cisco. 
Luncheon 
2:00 p.m.—Orthopedics (foot and knee injuries, low-back 
pain), John Wilson, Los Angeles. 
Burns, W. W. Washburn and George W. Pierce, 
San Francisco. 
Pneumonia in 
Angeles. 


Children, Earl Moody, 

. Ear, Nose and Throat Symposium, Simon 
Jesberg, J. McKenzie Brown and J. N. Os- 
burn, Los Angeles. 
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ORANGE COUNTY MEDICAL ASSOCIATION 


Postgraduate Conference, March 15, 1988, at Santa Ana 


PROGRAM 
No. 13—Disturbances of tke Peripheral Circulation, 
ard West, Los Angeles. 
No, 24—Appendicitis, Charles E. Phillips, Los Angeles. 
No. 90—Proctology Treatment, W. H. Daniel, Los Angeles. 
No. 29—Tumors of the Abdominal Cavity, 
Angeles. 


No. 36—The Principles of Treatment of Compound Frac- 
tures, Paul E. McMaster, Los Angeles. 


How- 


Eric Larson, Los 
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IMPERIAL COUNTY MEDICAL ASSOCIATION 


Postgraduate Conference, March 15, 1988, at Imperial 
County Hospital, El Centro 


PROGRAM 
Jo. 28—Peritonitis, Henry Bonesteel, Los Angeles. 
57—Abdominal Pains in Children, J. Norton Nichols, 

Los Angeles. 

vo. 38—Menstrual Disturbances, 
Angeles. 

Jo. 45—Postpuerpural Complications, William B. Thomp- 
son, Los Angeles. 

to. 68—Endocrinology in Children, 
Hills. 


Erle Henricksen, Los 


Ezra Fish, Beverly 
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SAN BERNARDINO COUNTY MEDICAL ASSOCIATION 


Postgraduate Conference, April 7, 1938, at Elks Club, 
San Bernardino 


PROGRAM 
Yo. 10—The Decompensated Heart, 
Los Angeles. 
.37—Traumatic Surgery, 
Beach. 
. 30—Colitis, Frank W. Otto, Los Angeles. 
. 34—Malignancy, Orville Meland, Los Angeles. 


Robert W. Langley, 


Robert W. Wilcox, Long 
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The following appraisal may be quoted as a quite repre- 
sentative expression of opinion expressed by those in at- 
tendance : 

Bakersfield, March 18, 1938. 

To the Secretary:—The conference at Santa Barbara 
was, I think, a very monumental success, especially con- 
sidering the fact that it was the first. There were 110 
registrations. 

Unfortunately, some very disagreeable weather blew in 
from the north, almost repeating the flood situation of the 
week before, and the rain in Santa Barbara was very 
heavy. Ten from Kern braved the weather, having to drive 
almost into Los Angeles and then back north, not knowing 
when they could get out of Santa Barbara if the rain con- 
tinued. San Luis Obispo County was exceptionally well 
represented. The attendance from Ventura was very dis- 
appointing. The program was exceptionally good. 

The eye, ear, nose and throat symposium was, I think, 
exceptionally successful, it remaining in constant session 
Sunday for about three hours. The Saturday night dinner 
and dance at the Montecilo Country Club was a very en- 
joyable affair and taxed the capacity of the club. The 
attendance at both the sessions and the Saturday night 
dinner were considerably greater than anticipated. Doctor 
Rowe gave a very excellent talk after the dinner, which he 
made snappy and to the point and did not drag it out, as 
often happens at these affairs. 

I tried to get the reaction to the conference by different 
groups of men, and it seemed to be unanimous that it was 
very fine. At the end of the last general session on Sunday 
I asked for the pleasure of the group whether or not they 
wished the conference repeated. There was not a dissent- 
ing vote. Some of the men were so enthusiastic that they 
wished to have it repeated this fall. One thing that im- 
pressed me quite strongly, which I heard repeatedly, was 
that the men were very pleased to meet and become ac- 
quainted with the fellows from the adjoining societies. 

The wives were entertained by the Auxiliary of Santa 
Barbara County, and I think they are as enthusiastic about 
the conference as are the men. 

With the first conference now out of the way, I am under 
the impression that the district should have a permanent 
postgraduate organization of one or two men from each 
county and I shall attempt to have that done during the 
Pasadena meeting. 

Taking everything into consideration, I do not see how 
we could have improved our first effort, and a great deal of 
credit is due Doctors Henderson and Stone and others who 
worked with them for the way it was handled. 

I believe the next one will see the out-of-town registra- 
tions at least doubled. 
Sincerely yours, 
Lovis A. PACKARD, M.D. 


a * * 


March 19, 1938. 

To the Secretary:—At your request of March 16 I am 
herewith giving you reports of the Riverside and Santa 
Ana conferences. 

The Riverside Postgraduate meeting was held on the 
14th of February at the Sherman Institute. It was well 
attended, there being in the neighborhood of one hundred 
men present. I did not arrive in time to hear the lecture 
on nonacute types of arthritis and laboratory findings, but 


CALIFORNIA MEDICAL ASSOCIATION 363 


all seemed to be well pleased with them. Shaw and Dolley 
were especially good with their subjects. There was more 
interest and better attendance than at Riverside a year 
ago. Clinical material, x-rays, and charts were seen in 
abundance. 

Orange County held its Postgraduate meeting last Tues- 
day, March 15, at the Ebell Club in Santa Ana. An attend- 
ance equal to that of Riverside was present. West, on 
peripheral circulation, gave an excellent presentation with 
two clinical cases before him. Phillips’ talk was good. 
Daniels gave an excellent talk on proctology, meeting the 
general practitioner in so many of the common ills that 
present themselves to the office. No charts or clinical ma- 
terial was used, but it was a valuable presentation. Larson, 
on abdominal tumors, was one of the high lights of the 
meeting. 

Very truly yours, 
CALVERT L. EmM™Mons, M.D. 


* * * 


Holtville, Calif., March 23, 1938. 

To the Secretary:—The Imperial County Medical So- 
ciety’s regular meeting was held in the Imperial County 
Hospital, Tuesday, March 15, at 3 p. m. The meeting was 
called to order by Dr. H. B. Graeser, president. The fol- 
lowing members were present: W. W. Apple, M. A. Bar- 
more, T. C. Bartholomew, F. A. Burger, M. C. Canfield, 
F. C. Gregg, H. I. Gregg, P. Hodgkin, K. H. Kortheuer, 
J. L. Parker, F. G. ReBell, and Doctor Hawkenson. 

Doctor Barmore, who was in charge of the Postgraduate 
Clinic, presented the speakers. Owing to a scarcity of 
cases, the clinic was necessarily didactic. Doctor Collins 
reviewed the field of peritonitis, giving the generally ac- 
cepted methods of diagnosis and treatment. 

Doctor Henriksen, in discussing menstrual disorders, 
called particular attention to the lack of uniformity of the 
results obtained in treating these conditions with endocrine 
products. Dr. W. Benbow Thompson spoke on postpuer- 
pural complications. He gave a complete account of condi- 
tions encountered at this stage and ably discussed their 
treatment. Dr. J. Norton Nichols spoke on abdominal 
pains in children, stressing surgical aspects. 

A round table discussion was held after each clinic. 
Dinner was served at the hospital between 6:00 and 7:00, 
and the clinic was concluded at 9:30 p. m. It was moved 
and seconded that a vote of thanks be sent to the Post- 
graduate Committee in obtaining men of such high quality 
for our Postgraduate Clinic. It was the unanimous opinion 
of those present that we should have at least one more 
clinic before the summer season starts. 

Sincerely yours, 
WILLIAM A. CLARKE, Secretary. 


A CHALLENGE TO MEDICINE 


Dr. R. G. Leland of the American Medical Association 
Bureau of Economics, recently commented upon social 
changes under the title at the head of this item. It is felt 
that the following extracts will interest members and 
furnish items for thought : 

“Thus far the medical profession in the United States 
has averted the entanglements, political domination and 
inevitable deterioration of medical service that would 
come from a system of compulsory sickness insurance. 

“The persistent propaganda of the proponents of social- 
ized medical service has caused many physicians to doubt 
the future of medicine. A few are even exhibiting a fatal- 
istic attitude in declaring that the socialization of medicine 
is inevitable. 

“The socialization of medicine, as the term is commonly 
used, refers to any form of medical advice, diagnosis and 
treatment provided, conducted, controlled or subsidized by 
the federal or any state government, with the exceptions 
stated. 

“No value can be derived from criticism of a country for 
having adopted a system of state-managed medicine, but a 
critical analysis of the systems themselves may be helpful 
in determining whether such methods are preferable to the 
free and independent practice of medicine such as exists in 
the United States. 

“A careful examination of the systems of state-managed 
medicine reveals the following conditions: 

“1. There is no decrease in the cost of medical care. In- 
stead, the system adds a staggering cost of administration. 

“2. Public health and preventive medicine are not as- 
sisted or advanced. State-managed medicine does not pro- 
vide the annual health examinations or the immunizations 
usually promised before the system was adopted. 

“3. Morbidity and mortality are not reduced. 

“4. The problem of so-called catastrophic diseases is not 
solved. 


5. Neuroses are created. 
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“6. Overmedication is encouraged. 
“7. The burden of the system is distributed over the 
low-income class, which is least able to bear it. 

“8. Medical care for the indigent is omitted. 

“9. The medical profession is divided into a ‘first’ and 
‘second’ class. 

“10. Graduate education is not encouraged and is usually 
neglected. 

“11. The hospital load is increased. 
couraged to practice medicine. 

“12. Attention and financing are concentrated on the 
less essential health and medical measures. 

“13. Diagnosis and treatment are mechanical and super- 
ficial. 

“14. Professional associations are compelled to devote 
their energies to the defense of medicine against non- 
medical and political interference rather than to scientific 
and educational activities. 

“15. Medical service becomes a political issue. 

“16. Control over medical service is placed in the hands 
of unqualified, nonmedical individuals and organizations. 

“17. The road is closed to the use of more desirable 
methods. 

“They have observed that sickness insurance has con- 
stantly restricted the direct relations between patients and 
physicians in private practice. Formerly there was a 
human relation which depended on confidence in the phy- 
sician. Between the patient and his physician there is now 
a third party—the insurance carrier, and a fourth party— 
the government, a supervising bureaucracy which compels 
the physician to follow its regulations. Furthermore, these 
observers assert that if treatment does not bring the ex- 
pected result, the physician is discredited and is made 
punishable for every unavoidable failure. 

“Reports from countries having state-managed medicine 
state that the insured have not been satisfied with the new 
system. Restrictions of the means of healing have been 
offensive to them; they have looked on the contributions 
to the sickness insurance system, taken from them through 
their employers by compulsion, as a retained share of their 
wages. They knew that they could obtain this retained 
money only in the form of insurance medical service or 
eash benefits. They believed they had been compelled to 
pay out money without receiving an equivalent. The only 
way in which the money or an equivalent could be recov- 
ered was to declare themselves sick and to meet the condi- 
tions set down by the law. This was an easy matter. 

“Even in Europe some physicians have expressed the 
view that the idea of a free medical profession must not be 
abandoned; once it is completely abolished a cultural value 
will have been lost that cannot be replaced or restored. 
To physicians, human values are of greater importance 
than are political expedients. 

“Even at its best, do the American people and the 
American physicians want such a system? Before we 
wholly destroy our present plan of medical practice 
through revolutionary legislation, let us inquire carefully 
into the value of what we have, and study searchingly the 
proposals of those who would take it from us, lest worse 
come in its place. 

“The proponents and agitators for some radical change 
in the method of distributing medical services have made 
some serious and startling charges concerning the methods 
now in use. They continue to assert that 50 per cent of the 
population receives no medical care. A survey of some 
38,600 persons made by the Committee on the Costs of 
Medical Care showed that 47.1 per cent had no illness over 
a period of more than a year. The study also showed that 
47.9 per cent of these persons had the services of physi- 
cians. Only 5 per cent of the persons involved in the 
survey were presumably in need of medical services, but 
for some reason did not avail themselves of medical care. 
Perhaps 5 per cent is not too large an estimate of those 
who because of human characteristics manifested as igno- 
rance, stupidity or prejudice prefer cultism, patent medi- 
cine, the advice of friends or relatives or no medical 
service at all. 

“The medical profession today is conducting more social 
experiments in the methods of distributing medical services 
than all of the proponents for change have ever conducted. 
Out of the two hundred or more projects that are being 
studied or operated by county or state medical societies, it 
is hoped that methods may be found that can be utilized 
to supplement existing medical facilities wherever necessity 
demands. 

“These meddlers with medical practice assert that pres- 
ent methods in the United States are costly and inefficient. 
In countries having state-managed medicine, there are as 
many bureaucratic employees as there are physicians giv- 
ing medical service. State-managed medicine imposes such 
extensive red tape, record keeping and political interference, 
dominance and control on the physicians practicing under 
the system that they cannot devote the time they should 
to the actual practice of medicine. Loading the system 


Hospitals are en- 
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with unnecessary bureaucratic personnel and with politi- 
cal meddling and direction tend to increase the cost of 
medical service and at the same time to reduce its quality. 

“To combat the agitation for drastic changes in meili- 
cine, the medical profession must continue to practice good 
medicine. It has been accused of being individualistic. 
This criticism should be accepted as a compliment insofar 
as the diagnosis, treatment and close personal confidential 
relations of private practice are concerned. Physicians 
must continue to be individualistic and ethical in their 
private ministrations to maintan health and to alleviate 
sickness. But they must speak and act collectively on 
matters pertaining to economics, public relations, legisla- 
tion, the preservation of professional ideals and traditions, 
and the maintenance and advancement of medical ethics 
and the standards of medical education and practice. 

“The large and representative group of ethical physi- 
cians have an obligation to unite solidly in sentiment and 
in action against the utterly false representations of the 
reactionary, radical, self-styled experts who would destroy 
medical values that have required generations and cen- 
turies of accumulated scientific effort and experience to 
acquire. 

“Shall medicine continue to be practiced by men and 
women who are scientifically trained and who are devoted 
to the relief of suffering humanity, or shall the practice of 
medicine be taken over by a group of medically untrained 
bureaucrats who will use the medical profession as a tool 
and the sick as clay in moulding a huge political machine? 

“When physicians become, if they ever should, mere 
robots, making diagnoses from card indexes and mechani- 
cal gadgets and prescribing treatment from prepared and 
numbered labels, and when patients become a mere collec- 
tion of interesting human parts to be shunted from one 
corner to another of a medical repair shop for some heart- 
less and pseudoscientific tinkering, America will have lost 
one of its greatest institutions—free and independent 
medicine—and the American people will have lost some of 
their most valuable human traits, namely, confidence in, 
respect for, and reliance on the scientific men and women 
who protect their health and prolong their lives.” 


The last quotation might well be printed in large type 
and hung in every doctor’s reception room and in the wait- 
ing rooms of every hospital. 


RESOLUTIONS ESTABLISHING PRINCIPLES OF 
ETHICS AND CONDUCT 


Certain county societies have sought to amplify the 
Principles of Medical Ethics by adopting, through reso- 
lutions, additional rules governing professional conduct. 
The question has been raised as to the correctness of such 
a procedure and also whether such rules and regulations 
can be applied to members. Another question raised is 
whether disciplinary action against a member for violation 
of such rules could be sustained. 

An opinion was sought from the Judicial Council of the 
American Medical Association, the highest authority in our 
federacy. The following opinion has been received: 


(copy) 
AMERICAN MEDICAL ASSOCIATION 


JUDICIAL COUNCIL 
March 19, 1938 
Dear Doctor Warnshuis: 

Your letter of March 1 to Doctor West, requesting « 
ruling or advice concerning basing charges against a mem- 
ber on a resolution adopted by the society, has been sent 
to me for reply. It appears that there is a particular prac- 
tice which several of your societies desire to terminate by 
disciplinary action, viz., entering into contracts and agree- 
ments with certain insurance companies to render profes- 
sional services for fees that are anywhere from 25 to 50 
per cent lower than the regular state compensation fee 
schedule or the fees customary in their respective vicinities. 

This is a particular condition which the society desires 
to remedy by a definite pronouncement, and it is similar to 
the rules of conduct which a few of the California societies 
have adopted and have used as a means of disciplining 
their members, as, for instance, in the Kern County Medi- 
cal Society. This adoption of rules of conduct has received 
official disapproval of the Judicial Council in a recent 
annual report in which the statement was made, if I re- 
member correctly, that all of these rules of conduct cov- 
ered points on which disciplinary action might be taken 
successfully under the Principles of Ethics without th« 
adoption of any special rule of conduct. In this particular 
instance cited by you, it seems to me that the Principles 
of Medical Ethics cover the situation adequately. There is 
a section on contract practice which would appear to make 
that action unethical. There is also the section declaring 
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it to be unethical for a physician to dispose of his services 
to a lay body under any terms or circumstances by which 
a direct profit from the fees or salaries paid accrues to 
the lay body. It would seem that this section also might 
apply. I regret that I do not have at hand a copy of the 
Principles of Medical Ethics to which I can refer, but I am 
quite sure that some of the general principles of ethics 
covered in the early sections of the publication could also 
be evoked. 


May I offer you the following argument: The disciplining 
of a member under a resolution which requires only a 
majority vote of those present when the resolution is pre- 
sented is inconsistent with good law and procedure. To 
judge and discipline one member under a resolution which 
can be adopted or rescinded at any time by a majority of 
those present at a meeting and another member by a proc- 
ess much more representative of the whole membership is 
not good law. I am inclined to think that because the loss 
of membership in a local society also means loss of mem- 
bership in a state and national organization, no disciplinary 
action involving membership should be taken which is not 
based on violation of the Constitution or By-Laws or else 
violation of the American Medical Association’s Principles 
of Medical Ethics. 

Sincerely yours, 


GEORGE EDWARD FOLLANSBEE, 
Chairman, Judicial Council. 


The attention of county society officers is particularly 
directed to the last paragraph of this letter. 


County societies should promptly initiate suitable action 
to include their special rules and regulations in their by-laws 
under that section that governs the conduct of members. 
This is important, and action in this matter must not be 
delayed. Introduce such an amendment at your next 
meeting. 







PASSING COMMENT 


The following: item evidences anew how members are 
willing to serve their communities. 

It may be that there are some folks living in this county 
who need medical advice or attention, and who feel that 
they cannot afford to pay for the service. 

In order that such people may have the services they 
need, Dr. William Sullivan, who is located in Mariposa, will 
set aside Thursday afternoon of each week for receiving 
all such persons and he will be pleased to give them advice 
and medical aid without charge. 


Doctor Sullivan has had much experience in this kind of 
work and he asks all those who wish this free service to 
call at his office on Thursday afternoons. 


s ¢ = 


American Medical Association, San Francisco, June 
13-17: An opportunity you can ill afford to overlook. Be 
sure you bring your 1938 Fellowship card. 


You can make Fellowship application at the Registration 
Bureau in the Civic Auditorium. 


S f° = 


Minutes of the Pasadena annual session will appear in 
the July issue. 
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Since 1847 over three thousand surveys have been made 
by a variety of organizations looking into the practice of 
medicine and the distribution of medical care. Soon there 
will be indicated a survey of surveys. It is about time to 
declare a closed season on surveys that are becoming a 
popular pastime and in some instances something worse. 


7 
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There are some three hundred medical societies in this 
country in addition to the component units of the American 
Medical Association. President Abel observes that “the 
utility of many is negligible or questionable.” One’s first 
loyalty should, yes, must be, to his county and state medical 
societies. 

7 7 7 


Don’t write direct to San Francisco hotels for American 
Medical Association reservations. No matter what influ- 
ence you may have, no hotel will assign you a room. All 
reservations must be made through the American Medical 
Association Hotel Committee, Room 2004, 450 Sutter 











CALIFORNIA MEDICAL ASSOCIATION 365 


Street. Don’t pack a grouch if your favorite hotel is booked 
to capacity and you are assigned somewhere else. Over 
2,500 rooms are booked, but plenty first-class rooms con- 
tinue to be available and you will be comfortable even if 
not located on Nob Hill or around Union Square. 
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It is easy to cite generalities and to quote foreign per- 
centages and ask why the same percentages cannot be 
recorded in this country. We hear frequently about low in- 
fant and maternal mortality in Norway and Sweden. They 
are low in these countries, but the conditions that prevail 
can never be instituted here. For instance, practically every 
parturient woman is attended by a midwife. These mid- 
wives have had three years of hospital training, pass rigid 
examinations, and are required to attend postgraduate 
classes each year. In Stockholm 98 per cent of all births 
take place in maternity hospitals. None in general hospitals. 
In normal cases the women are attended by persons who 
have no part in the care of medical or surgical patients. Try 
to establish these two principles in this country ! 
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To be a continuous student—that is the obligation of 
every member engaged in practice. He must acquire and 
reflect an inquisitive, wisdom-seeking attitude and view- 
point. Through personal effort, planned readings, the de- 
votion of time to postgraduate work and attendance at 
medical meetings, local, state, and national—by these means 
the physician must remain abreast of scientific progress and 
keep out of the rut of habit and routine. There is no place 
in medicine for the indifferent doctor; he must be a con- 
tinuous student. 


AMERICAN MEDICAL ASSOCIATION SAN 
FRANCISCO SESSION 


The week of June 12 will witness the assembling of some 
ten thousand physicians and surgeons in San Francisco for 
the annual session of the American Medical Association. 
Many of them will be accompanied by members of their 
families. Several eastern states members have arranged to 
come by special trains that will stop at scenic points en route, 
not a few will travel by automobile, and some will come 
by plane. For a goodly number it will be their first visit 
to the Pacific Coast and the Golden Bear State. 

San Francisco’s medical fraternity has been engaged for 
months, under the leadership of Howard Morrow, General 
Chairman of the Local Committee on Arrangements, in 
perfecting details for the session and providing for the 
pleasure and comforts of its guests. 

All the sessions will be held in the buildings surrounding 
the Civic Center. To provide needed accommodations for 
the commercial and scientific exhibits, general scientific 
sessions, general meeting, and section meetings, the follow- 
ing buildings will be utilized: Auditorium, Opera House, 
Veterans’ Building, and the Empire Hotel auditoriums. 
The House of Delegates will convene in the Sir Francis 
Drake Hotel, which has been reserved completely for dele- 
gates, councils, bureaus, and the official family. 

The official program will appear in a special San Fran- 
cisco number of the Journal of the American Medical As- 
sociation that will be issued in May. 
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Members should carefully read that issue, as it is im- 
possible to reprint the extended program and announce- 
ments for this national gathering. 
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A FEW HIGHLIGHTS 


1. Monday, June 13, opening of exhibits and registration 
in the Civic Auditorium. 

2. Monday and Tuesday, June 13 and 14, general scien- 
tific sessions in the Opera House, morning and afternoons. 
Thirty-minute talks by distinguished clinicians. 

3. Tuesday evening, June 14, opening of general meeting 
in the Opera House. President’s annual address. A formal 
outstanding function and occasion. 

4. Wednesday, Thursday ana Friday, morning and after- 
noon sessions of sixteen scientific sections. 





366 CALIFORNIA AND WESTERN MEDICINE 


5. Thursday evening, Palace Hotel, president’s reception 
and ball. A magnificent social function. 


_ 6. The Woman's Auxiliary, Fairmont Hotel, Monday to 
Thursday—meetings, luncheons, dinners, receptions. 


7. Entertainment: Fraternity and alumni banquets, din- 
ners, scenic trips, boat ride on the Bay, House of Delegates 
dinner, officers’ dinner. Many private dinners and social 
functions. 
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With a welcome and cordiality, in degree exemplified 
alone by the profession of San Francisco and California, 
the visitors will find themselves among hosts who will pro- 
vide for their every comfort and enjoyment. Departing, 
they will carry with them memories of happy hours and a 
profitable annual session. 
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TO CALIFORNIA MEMBERS 


To our California members the advice is given that all 
who possibly can should not fail to attend this national 
meeting. It is the greatest postgraduate opportunity in the 
world. Nowhere else in the world can one find a five-day 
session that enables a practitioner of medicine to embrace 
opportunities for educational betterment such as are pro- 
vided in the sectional and general programs and the scien- 
tific and commercial exhibits. He who fails to attend this 
American Medical Association San Francisco session neg- 
lects a golden opportunity. 


It is hoped that not less than three thousand California 
Fellows will register and attend. Do not forget to bring 
your Fellowship card—and also you must be a Fellow to 
register and gain admission. 
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PRESESSION MEETINGS 


Commencing on Wednesday, June 8, and extending 
through Sunday, June 12, there will be presession meet- 
ings of allied national medical organizations in San Fran- 
cisco. The following is a partial list: American Derma- 
tological Association; American Psychiatric Association; 
American Ophthalmological Association; Academy of Tu- 
berculosis Physicians; American Proctological Associ- 
ation; Society for Study of Rheumatism; Society for Study 
of Allergy; American Society of Clinical Pathologists ; 
American Pediatric Association ; and others. 


A MINIMUM PROGRAM FOR COUNTY SOCIETIES 


County societies must be maintained as going, active units 
of our Association, a hit-and-miss policy and indefinite, 
disassociated activities, are not productive for the greatest 
good. To achieve results, to attain objectives, and to enlist 
and hold the interest of members, every county society 
should place into operation a minimum program of work. 

To that end this minimum program is outlined for con- 
sideration. 


Section i Scientific. 

(a) Ten meetings to be held each year. Local speakers 
are to appear before six meetings with definite planned 
papers or case presentations. Four guest speakers. 

(b) A program of physical examination in which all 
members shall agree to have a complete physical exami- 
nation yearly. 

(c) The establishment of a “Health Hour” in each mem- 
ber’s office once or twice a week before or after regular 
office hours. The Society to sponsor publicity to acquaint 
the public with the fact that during these hours persons 
unable to pay regular fees will be given tests and immuni- 
zation treatment for a reduced fee. This fee to be deter- 
mined by the county society. 

(d) Each society to form one or more teams, composed 
of two or three members, who will prepare a program and 
present it on request before an adjacent county society. 


Section 2, Public Education and Information. 


Each society shall sponsor or cause to be sponsored at 
least five public lectures during the year for: each high 
school; Parent-Teacher organizations; luncheon clubs; 
women’s clubs; public at large. 
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Section 3. Social Functions. 


Each society shall hold at least three dinner meetings to 
be addressed by educators, business men, attorney or civic 
official ; one annual banquet ; one annual picnic ; joint dinner 
with dentists, attorneys, pharmacists, and hospital officials, 


Section 4, Publicity. 


Each meeting and activity shall be reported to local news- 
papers in such form that at least one important fact of 
interest and value to the public is imparted. 

If county societies will adopt this minimum program it 
is predicted that members will reveal interest and attend. 
This program is not a self-starter—someone has to assume 
the initiative. Will you be that someone in your county ? 


ASSOCIATION NIGHTS 

On March 14 President Morrow, Secretary Warnshuis 
and Councilor Alfred Phillips were in attendance at the 
Rio Del Mar Club in Aptos at an Association night for 
Santa Cruz, Monterey, and San Benito county medical 
societies. Some eighty-five members were present at the 
dinner and the talks and discussions that continued till 
12:15 a. m. 

These three societies are active and progressive, and 
represent the large.majority of eligible doctors in these 
counties. 

On March 17 President Morrow, Secretary Warnshuis, 
and Legal Counsel Hartley Peart attended the seventieth 
annual banquet meeting of the Sacramento Society for 
Medical Improvement, our oldest county medical society. 

Speaker Lowell S. Goin of Los Angeles, was the guest 
speaker. Past President Robert A. Peers was also an 
honor guest. This annual banquet is always an enjoyable 
function, characterized by friendship and a program of 
music and local skits in addition to the main address of the 
evening. Speaker Goin rose to the occasion and gave a very 
entertaining address. It was a delightful evening in the 
company of the members of this very active county unit. 


WANTED 


It is believed that a number of members have in their 
possession teaching movie medical films. Several of our 
outlying county societies that have difficulty in obtaining 
guest speakers are desirous of securing teaching films for 
their meetings. 

The “wanted” request is made that members having such 
films will kindly advise the State Secretary, and advise as 
to subject, content, length of run, and whether they may be 
borrowed for county society use. 

Your response and assistance in making such films avail- 
able for county societies is earnestly requested. 


C. M. A. DEPARTMENT OF 
PUBLIC RELATIONS 


Hospital Rates 


The Association of California Hospitals at its recent 
annual session adopted the following resolution : 


7 5 g 
(copy) 
ASSOCIATION OF CALIFORNIA HOSPITALS 


Resolution re Contract Rates 
WHEREAS, The hospitals of California are constantly 
striving to balance budgets, and more often than not fail 
to balance their budgets; and 


WHEREAS, True cost studies show many published rates, 
particularly ward rates, less than cost; and 


+ The complete roster of the Committee on Public Re- 
lations is printed on page 2 of the front advertising section 
of each issue. Dr. Charles A. Dukes of Oakland is the 
chairman, and Dr. F. C. Warnshuis is the secretary. Com- 
ponent county societies and California Medical Association 
members are invited to present their problems to the com- 
mittee. All communications should be sent to the director 
of the department, Dr. F. C. Warnshuis, Room 2004, Four 
Fifty Sutter Street, San Francisco. 
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WHEREAS, Insurance companies, corporations with medi- 
cal departments, and physicians doing group practice have 
asked or demanded special rates and in many cases suc- 
ceeded in getting them; and 

WHEREAS, These rates are not founded on any social 
basis, but are preferential to those most able to pay full 
costs; and 

WHEREAS, Such policy of granting special rates to pow- 
erful companies has been thoroughly discredited and 
branded as bad business ethics ; and 

WHEREAS, Such policy not only is bad for hospitals, but 
also results in unfair competition in the profession of 
medicine also; therefore be it 

Resolved, (a) That hospitals in this Association go on 
record as disapproving the practice of entering into special 
contracts at special rates; 

(b) That hospitals in this Association recommend and 
urge all hospitals to grant no rates below their own pub- 
lished schedule, except to individual cases of merit, and to 
those cases after social service investigation proves such 
right ; 

(c) That a copy of this resolution be forwarded to the 
California Medical Association and to its members, assur- 
ing each high class practicing physician that secret agree- 
ments will place him at a disadvantage. 

The resolution is commended. In this connection it is 
not amiss to remind members that contracting or agreeing 
to render professional services to insurance companies, 
corporations, or contractors at reduced fees is a violation 
of the Principles of Ethics and the policies of the American 
Medical and California Medical Associations. Violation of 
these rules by members renders them liable to disciplinary 
procedures. 

County societies do well when they remain alert and 
exercise their authority in causing observation and compli- 
ance with adopted principles. 


Health Education 


During the past five months two series of public talks 
have been given in San Francisco through arrangements 
perfected by the Department of Public Relations. One was 
a series of eight talks given at a general assembly of the 
Girls High School in San Francisco. The second was a 
series of seven talks before the evening assembly of the 
San Francisco Y. W. C. A. A lecturer was also provided 
for the Woman’s Club of Vallejo. 

The following letter of appreciation has been received: 

SAN FRANCISCO PUBLIC SCHOOLS 
San Francisco, Calif., March 24, 1938. 
California Medical Association 
450 Sutter Street, 
San Francisco, California 
Attention: Dr. F. C. Warnshuis, Secretary. 

On behalf of the Medical Club of Girls High School, I 
wish to thank you for your kindness in sending speakers 
to this Club. 

The members of the Medical Club have enjoyed the very 
interesting talks the speakers have given, and I have 
written them letters expressing our appreciation and 
thanks. 

We hope that you will be kind enough to continue send- 
ing us speakers. 

I thank you. 

Sincerely, 
HAZEL SPENCER, Secretary. 


They 


County societies should sponsor such meetings. 
accomplish the gaining of public good will for the pro- 
iession and enlighten the public upon health questions en- 
abling the people to detect the false claims and advice of 
the quack and manufacturers of drugs. Plan such meetings 
ior your county. 


You Will Be Interested 


_Every member should be interested and read that section 
of the Journal of the American Medical Association de- 
voted to “Organization.” In each issue, just before the back 
advertising section, you will find much information and 
comment upon legislation, economics, federal activities, and 
organizational activities. 

It is a weekly digest and comment upon what is tran- 
Spiring in the réalms of government, social security, and 
legislative chambers. The information is accurate, hence 
dependable. It presents a picture of trends and happenings 
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that are of deep interest to every doctor and with which he 
should be reliably informed. 

This comment is made for it is feared that many doctors 
overlook this section. To bring that section in more promi- 
nence, and which it deserves, it is hoped that the Editor 
may find it possible as well as advisable to transfer this 
section’s position to one immediately following the editorial 
section and preceding “Medical News.” 

Whatever its position in each issue’s form, every member 
should acquire the habit to look for that “Organization” sec- 
tion in our national journal. Read it carefully, ponder upon 
it and be guided by these facts in your professional work. 


Malpractice 


In order that members may better appreciate the value of 
membership affiliation with the Medical Society of the State 
of California, attention is directed to a communication in the 
Correspondence department of this issue. This member was 
sued for one million dollars—no small claim. As a State 
official his insurance carrier disclaimed liability. There was 
some misunderstanding also regarding service from the 
Attorney General’s department. Had this member been 
without the services of the Legal Counsel of this special 
Medical Society he would have been put to several hundred 
dollars expense for services of a personal attorney. Read 
his appreciation. 

You too may become involved in a dispute with your 
insurance company. As a member of this Society the serv- 
ices of a personal attorney will be at your disposal. Had 
you not better apply for membership now? Send to the 
State Secretary for an application blank. 


COMPONENT COUNTY MEDICAL 
SOCIETIES 
HUMBOLDT COUNTY 


The Humboldt County Medical Society presented their 
first clinic in the past five years on April 7, under the 
auspices of the postgraduate plan sponsored by the Cali- 
fornia Medical Association. 

Vice-President Kramar presided. The clinic was held at 
the County Hospital. There was an attendance of nineteen. 

The Orthopedic Clinic began at 10 a. m. and lasted until 
1 p. m., with Dr. Donald King of San Francisco in charge. 
Doctor King had a great deal of material to work on and 
gave the members all that they could ask. 

The Heart Clinic, from 1 p. m. until 5 p. m., was con- 
ducted by Dr. John Lewis of San Francisco, and was found 
to be very interesting and well presented. Doctor Wallace 
supplied many varied cases, the hall being filled at the end 
of the clinic by patients not being able to be presented. 

The members felt that these clinics were very interesting 
and profitable, and voted thanks to the doctors for coming 
such a distance to us and at this time of the year. 


Lawrence A. W1nNG, Secretary. 


» 


KERN COUNTY 


The Kern County Medical Society met at the Mercy 
Hospital in Bakersfield on Thursday evening, March 17, 
with Dr. Harry Lange presiding. 

Dr. Jack Nicholson announced that the next meeting 
would be devoted to the subject of medical jurisprudence 
and would be a dinner meeting at the El Tejon Hotel, with 
members of the Kern County Bar Association present. 

On May 4 the State Board of Public Health has arranged 
to have Dr. Udo Wile, Professor of Dermatology and 
Syphilology at the University of Michigan, speak on the 
Treatment of Congenital and Prenatal Syphilis at the 
El Tejon Hotel. 


Doctors William Moore, Peter N. Root, and L. A. 
Packard reported on the recent Postgraduate Conference 
held at Santa Barbara, at which ten of the local members 
registered. They were very enthusiastic about its value, 
and Doctor Packard expressed the hope that the confer- 
ence could be made an annual one for the four counties in 
the Third District. On the motion of Doctor Root, it was 
voted that a letter of thanks be sent to the Santa Barbara 
committee who arranged the conference. 
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Dr. Erle Henriksen of Los Angeles spoke on the Treat- 
ment of Diseases of the Vagina and Cervix. His talk was 
most practical and was of great interest to members of the 
Society. C. S. Comrton, Secretary. 


* 


MONTEREY COUNTY 


The regular monthly meeting of the Monterey County 
Medical Society was held at the Santa Lucia Inn at Salinas 
on April 6. There were twenty-one members present. 

Report of Dr. F. E. Wiebe, chairman of the Public Rela- 
tions Committee, recommending that the secretary write a 
letter to the supervisors advising passing of a compulsory 
milk pasteurizing ordinance. A motion was made, seconded 
and passed, regarding this. A similar arrangement was 
advocated for the culinary workers as is in effect for the 
dairy workers. 

A paper was presented by Dr. Howard Clark of Mon- 
terey on Common Diseases of the Eye Seen in General 
Practice. This was discussed by Doctors R. O. Griess and 


Wiley Reeves. H. R. Lusicnan, Secretary. 


SACRAMENTO COUNTY 


The regular meeting of the Sacramento Society for 
Medical Improvement was called to order by the president, 
Dr. Dave Dozier, on February 15, at the Auditorium on 
Twenty-ninth and L streets. 

There were sixty-eight members and guests present. 

Dr. Robert A. Scarborough of the Stanford University 
Medical School presented the paper of the evening, Ano- 
rectal Infections. Doctor Scarborough took up the symp- 
toms, diagnosis, and treatment of the more common rectal 
lesions, such as cryptitis, fissure in ano, ulcers of the anal 
canal, abscesses, and fistula. The surgical treatment of 
these lesions was discussed in some detail. Discussion was 
opened by Doctor Ankele, and continued by Doctors Gutt- 
man, O. Johnson, and Empey. 

Dr. P. Koch asked for the attitude of the Society regard- 
ing a new health insurance policy being offered in Sacra- 
mento, said policy offering both hospitalization and medical 
care. Doctor Koch also brought up the subject of accept- 
able medical fees for those physicians who might handle 
such work. After some discussion, a motion was made and 
so passed that the Sacramento Society for Medical Im- 
provement go on record as not endorsing any fee schedule 
except as put out by its own members, if and as when 
needed. Doctor Van Den Berg asked that a copy of above 
discussed insurance policy be turned over to the Public 
Relations Committee for further study. 


A motion was made and so passed that the Society send 
a bouquet of flowers and a message of congratulation to 
Dr. F. Sutliff on his eighty-fifth birthday. 


Doctor Blanchard, Publicity Director of the Tuberculosis 
Association, discussed the recent articles on pneumonia 
which are appearing in the San Francisco Call-Bulletin, 
and asked the Society if it would be interested in carrying 
out a similar program in the local papers. Discussion by 
Doctors True, Scatena, Vance, Foster, O. Johnson, Empey, 
Guttman, Teall, Lee, and Gundrum. The matter was re- 
ferred to the Public Relations Committee for further study. 


Doctor Pulford, reporting for the Cancer Control Com- 
mittee, discussed the work being done locally and asked the 
cooperation of members of the Society, especially in regard 
to speakers available from our membership, to assist the 
Women’s Field Army in their publicity campaign. 


G. E. Mitar, Secretary. 
% 


SAN JOAQUIN COUNTY 


The regular meeting of the San Joaquin County Medical 
Society was called to order by President A. C. Boehmer 
on April 7 at 8:20 p. m. in the Medico-Dental clubrooms, 
Stockton. The meeting was preceded by the customary 
supper meeting held at the Hotel Wolf, at which there were 
twenty-six members and guests present. The paper of the 
evening was presented by Dr. C. D. Holliger of Stockton, 
who talked on the Carncer Clinic as It Is Being Run by the 
San Joaquin County Hospital. 
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The application of Dr. Curtis M. Galt of Manteca for 
membership in the San Joaquin County Medical Society 
was reported on favorably by the Admissions Committee 
and, there being no objections from the floor, Doctor Galt 
was declared a member. Petition of affiliation to the San 
Joaquin County Medical Society of Dr. Eugene Gay was 
received. This application was referred to the Admissions 
Committee. 

Doctor Broaddus spoke on the essays submitted by those 
who had attended the Postgraduate Study Group. He stated 
that the judges had unanimously declared the paper of 
Dr. W. W. Fitzgerald of Stockton the best submitted. 
Doctor Fitzgerald was awarded a cash prize of $25. The 
runner-up was Dr. E. W. Hill of San Andreas. Both men 
were congratulated. 


President Boehmer announced that the American Medi- 
cal Association and the California Medical Association were 
conducting a survey on the amount of medical care that was 
being given. President Boehmer urged that this work be 
expedited and be as accurate as possible. He appointed the 
following committee to carry on the work: J. O. Eccleston 
(chairman), N. P. Johnson, L. J. Peterson, A. M. Tunnell, 
J. F. Doughty, C. W. Martin, L. E. Tretheway, A. K. Mer- 
chant, Linwood Dozier, E. W. Hill, H. S. Chapman, R. T. 
McGurk, E. L. Blackmun, G. H. Sanderson, C. M. Galt, 
and Samuel Hanson. 


Dr. A. E. Anderson, councilor for this district, spoke on 
the importance of the survey of the American Medical 
Association and of the question of ethics and the county 
hospital situation as it confronts the physicians and the 
taxpayers of the state. 


The scientific paper of the evening was read by Dr. E. 
Dickson, Professor of Bacteriology and Public Health at 
Stanford, whose paper was on Coccidioides and was illus- 
trated by slides. 


There being no further business to come before the So- 
ciety the meeting was adjourned at 10:45 p. m., and refresh- 


ments were served. G. H. RowrsacuHer, Secretary. 
% 


SAN MATEO COUNTY 


The San Mateo County Medical Society met on Wednes- 
day evening, March 23, in the banquet room of the Benjamin 
Franklin Hotel, Dr. Hartzell Ray presiding. 

The Secretary made an announcement concerning an 
open house to be given by the local telephone company, to 
which the county society members have been invited. 


An announcement was made concerning malpractice in- 
surance, to the effect that two forms of policies with Lloyd's 
of London had received the approval of the California 
Medical Association. These policies bear the key numbers, 
NS 1131 5M1-38, and LP 4-4-8. 


The President announced that a request had been made 
for the formation of a Woman’s Auxiliary to assist in the 
work of entertaining guests for the annual session of the 
American Medical Association to be held in San Francisco 
in June. Dr. Erma Macomber was appointed a committee 
of one to carry out plans for the organization of an auxiliary. 

An announcement was made that the following appli- 
cations for membership had been received: Dr. Norman 
Fox, Dr. Werner Glaser, both of San Bruno; and Dr. W. C. 
Lynch of Daly City. 


Mr. Burke, representing the Insurance Association of 
Approved Hospitals, made a brief talk concerning the 
present status of the Insurance Association and asked for 
the codperation of the county society membership. His 
talk was supplemented by remarks from Doctor Cleary 
and the Secretary, requesting the County Society to give 
the Insurance Association of Approved Hospitals its {ull 
support. 

The chairman of the evening, Dr. William A. Key, was 
introduced by the President. Doctor Key first presented 
Dr. Leon Parker, Chairman of the Subcommittee of the 
Regional Fracture Committee of the American College 
of Surgeons, who led an interesting discussion on the 
Emergency Treatment of Fractures. In connection with 
his talk, three soldiers from the Presidio demonstrated the 
emergency application of splints. Lieutenant-Colonel Boli- 
bough was introduced and gave an interesting talk on the 
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Suspension Traction Treatment of Fractures of the Long 
Bone. Following this talk, Doctor Cleary discussed Frac- 
tures of the Foot and the Importance of Early Weight 
Bearing. Discussion followed the presentation of these 
subjects. 
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The meeting of the San Mateo County Medical Society 
of March 31 was held in the library of Mills Memorial 
Hospital. The entire board of directors was present. 


The recenty inaugurated Health Service System of San 
Francisco, developed under the direction of Dr. Walter B. 
Coffey, was discussed. After consideration of, among other 
things, the fact that the legality of this plan was currently 
being tested in the courts, the board of directors unani- 
mously voted its disapproval of participation in the plan 
on the part of county society members. It was suggested 
that the matter be presented later in open meeting of the 
Society. It was further suggested that Dr. Karl Schaupp 
and Dr. Carl Hoag be invited to discuss the subject at such 
a meeting. 

The Secretary announced that many requests had been 
received concerning uniform fee schedules for physicians 
practicing in San Mateo County. Doctors Holmes, Gregory, 
and Bridgman were appointed as a committee to investigate 
the fee schedule published a few years ago, and to prepare 
and publish a new schedule. 


The Secretary made an announcement concerning the 
survey being conducted by the American Medical Associ- 
ation on Medical Care in the United States; and of the 
request recently received from the California Medical As- 
sociation that San Mateo County Medical Society conduct 
its part of the survey as soon as possible. Doctors Ray, 
Knorp, and Bridgman were appointed as a committee of 
three to carry on this survey. 


The following motion was made, seconded, and unani- 
mously carried: Members who become delinquent because 
of nonpayment of dues prior to April 15 automatically lose 
their membership and can only regain such membership 
by vote of the board of directors before membership can 


be reéstablished. J. Garwoop BripcMAn, Secretary. 


2 


2 
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SANTA CRUZ COUNTY 


The first three meetings of 1938 of the Santa Cruz 
Medical Society have been very interesting and instructive. 

At the January meeting Dr. Edward B. Shaw of San 
Francisco presented a paper on Acute Infectious Diseases 
of Childhood and especially emphasized the current ac- 
cepted methods and indications for the various immuniza- 
tion procedures. Treatment was also mentioned, and the 
value of sulfanilamid in certain streptococcic, meningo- 
coccic, and gonococcic involvements was emphasized. The 
paper dealt with a subject of practical importance, and was 
of value to those of us in general practice. 

The February meeting was in the form of a joint meet- 
ing with the Santa Cruz County Bar Association, at which 
time we were the guests of the Bar Association. Mr. 
Hartley Peart of San Francisco was the speaker of the 
evening, and the subject of his remarks had to do with the 
mutual problems confronting members of the legal and 
medical professions at this time. Such problems as state 
medicine, increasing malpractice suits, inroads of cultists, 
and antivivisection activitists were emphasized. Mr. Peart 
urged a closer codperation between the two professions and 
also suggested the importance of a more active interest in 
political programs. 

Dr. Howard Morrow, President, and Dr. F. C. Warns- 
huis, Secretary, of the California Medical Association, were 
present at a joint meeting of the Santa Cruz and Monterey 
County societies, held at the Club Rio Del Mar, Aptos. 
Doctor Morrow discussed several dermatological subjects 
of scientific interest, mentioned the present campaign being 
waged against venereal diseases and informed those present 
of the relative merits of the various routines in the treat- 
ment of syphilis. Doctor Warnshuis discussed matters of 
pending importance to the medical profession, especially 
mentioning the proposed antivivisection bill, efforts to open 


county hospitals to pay patients, and the so-called chiro- 
practic initiative. 
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At the March meeting, Dr. J. T. Harrington was elected 
first vice-president to succeed Dr. Reginal Rood, who has 
recently left Santa Cruz to assume a position on the staff 
of the Napa State Hospital. 

A committee was appointed at the March meeting to 
confer with the authorities relative to the information of a 
visiting staff at the Santa Cruz County Hospital. 


SAMUEL B. RANDALL, Secretary. 


2. 
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TULARE COUNTY 


The Tulare County Medical Society met on Sunday 
evening, March 13, at seven o’clock at Motley’s Café. Dr. 
E. R. Zumwalt presided. 

Doctor Cronemiller, program chairman, introduced the 
guest speaker of the evening, Dr. Donald King, orthopedic 
surgeon of Stanford University, who spoke on Backache. 
His talk was illustrated by diagrammatic sketches and 
demonstration. A general round table of discussion fol- 
lowed. 


Dr. A. E. Anderson, district councilor, was present and 
requested an arranged Association evening meeting for 
discussion of organization affairs. He outlined the active 
measures at present confronting the California Medical 
Association Council and answered many questions. 

Doctor DeBusk of Visalia, a recent newcomer, was 
present and was introduced. 
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The Tulare County Medical Society held a joint meeting 
with the Tulare County Bar Association at Motley’s on 
Sunday evening, March 27. 


The Hon. Hartley F. Peart, Attorney at Law for the 
California Medical Association, spoke on Narrowing Fields 
of Practice. 

An excellent group was in attendance of both doctors 
and lawyers. It consisted of Doctors Falk, Guido, Gins- 
burg, Weiss, Matthias, Seligman, Cronemiller, Zumwalt, 
Zeller, Mr. Peart, Kohn, Brigham, A. Miller, N. Miller, 
Parkinson, Wiens, DeBusk, Hill, Campbell, Ambrose, 
Powell, Seiberth, Rosson, and Attorneys E. C. Farns- 
worth, Dan McFadzean, Earl W. Westcott, John Locke, 
Jr., R. K. Meyers, H. C. Millspaugh, Judge Glenn Moran, 
W. G. Machetanz, LeRoy McCormick, J. E. Greene, Leroy 
G. Smith, Judge Frank Lamberson, Walter Haight, Waldo 
Burford, Lee Lindsay, Homer Wood, Gareth W. Houk, 
N. F. Bradley, C. L. Bradley, Ward G. Rush, George F. 
Gill, John P. King, J. T. Crowe, Jim Abercrombie, O. O. 
Davis, James M. Burke, and Adolph Feierbach. 


Kart F, Wetss, Secretary. 
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VENTURA COUNTY 


The regular monthly meeting of the Ventura County 
Medical Society was held at the Saticoy Country Club on 
Tuesday, March 8. There were thirteen members present. 
Doctors Bishop, Gilman, Moore, Witten, and Harker were 
guests. 

Doctor Wylie explained the proper procedure for report- 
ing venereal diseases and contacts. 

Doctors Gronhovyd and Wylie attended the meeting of 
the Public Health League on March 3 at the Mona Lisa 
Café in Los Angeles. Doctor Wylie gave a brief report of 
the meeting and warned the members to be on watch for 
the Humane Pound Act, the Act to open county hospitals 
to General Public Use, and the Public Health Liability 
Act. 

Doctors Homer, Sterling Clark, and the interns from 
the county hospital presented a series of four cases of 
coccidioides. 
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The regular monthly meeting of the Ventura County 
Medical Society was held at the Saticoy Country Club on 
Tuesday, April 12. There were fourteen members present. 
Doctors Gilman, Moore, Bishop, Witten, and Harker were 
guests. 


The following communications were read: The State 
Secretary’s monthly letter; a communication from the 
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Judicial Council of the American Medical Association; 
a letter in regard to the Cancer Army Campaign; one from 
the Massachusetts Indemnity Company regarding group 
insurance ; and a letter in regard to the study and provision 
of medical care. 


Doctor Strong extended thanks from the Ventura County 
Boy Scouts Council for the work of physicians in examin- 
ing the boys sent to camp. 

The Secretary briefly outlined the purpose of the study 
for provision of medical care, and passed out blanks to the 
various members present. 

Doctor Wylie discussed the various problems of the 
Public Health Department and their relationship to the 
general practitioner. He spoke on communicable diseases, 
sanitation, laboratory facilities, Public Health nursing, and 
tuberculosis. He asked for volunteers to make an occasional 
call to outlying districts to make a diagnosis for the Health 
Department in certain types of communicable diseases. 

The question of the survey for high school seniors 
throughout the county was discussed. The general feeling 
was that the survey should be restricted entirely to the high 
school seniors, and should not include any other school 
employees. 

A motion was made by Doctor Smolt, seconded by 
Doctor Gronhovd, that we do not hold any May meeting, 
as the date conflicts with the State meeting at Pasadena. 


A. A. Morrison, Secretary. 


CHANGES IN MEMBERSHIP 
New Members (95) 


Alameda County 


Harold Shanks 
Francis D. Shanley 


Bernard O. Burch 
Bernard E. Halligan 


Fresno County 
Harold G. Soucey 
John E. Young 


Humboldt County 
David Nathaniel McInturff 


Ralph C. Cloninger 
Menno S. Gaede 


Kern County 
Alvin Walter Gaede 


Los Angeles County 
Floyd K. Anderson James Acker Mattison 
Milford X. Anderson Richard W. Moore 
Albert N. Anton Charles Joseph Olhoffer 
Claude E. Babcock Royal C. Payne 
Fred F. DuPree Allen R. Schmidt 
Harold F. Galbraith Ralph L. Schroeder 
A. H. Galvin Y. K. Slocum 
Harold R. Hennessy Rodney H. Snow 
Leon Jones Paul Steinberg 
Leon Krohn Leo H. Wallendorf 
L. D. Mahannah Harry A. White 
Joseph Marco Angus Wright 


Mendocino-Lake County 


Robert G. Brankamp Dallas L. Wagner 
John H. Lloyd 
Monterey County 
Garland K. Hargrove 
Orange County 
Carl J. Paul 
Harold V. Westherman 


A. E. Alne 
Dean C. Brown 
Isaac Newton Kraushaar 
Placer County 
Edwin Slater Peeke 
San Benito County 

John J. Haruff 

San Bernardino County 


Harry Alfred Tyerman Samuel Zelman 


San Diego County 
William C. Black Roy A. Omer 


John D. McCausland 
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San Francisco County 
Clarence W. Adams Arnold Manor 
Thomas Addis Arthur Carol McKenney 
George H. Anderson Eugen Ostwald 
Bernhard Berliner Theodore H. Paoli 
Joseph H. Boyes Louis J. Oviedo 
J. Lawrence Brown John F. Rickard 
Kurt Elsbach Charles F. Sweigert 
Clement A. Fogerty Henry M. Weyrauch, Jr. 
Edmund P. Gaynor 


San Joaquin County 
Curtis M. Galt 


San Mateo County 

John B. Lagen 
Freda Meyerfeld 
Ezra Richards 
Mayo H. Soley 


Richard H. Ames 
Joseph M. Dallal 

P. W. Eliason 
Gerald F. Fairbairn 
Joel H. Hanson 


Santa Barbara County 
Clark Brown Helen Hart 


James W. Dalton 


Santa Clara County 
Carl D. Leonard 
Thomas P. Lyon 
Max E. Pickworth 
John W. Wear 

Santa Crus County 

Daniel D. Smith 


Gordon Billingsley 
Wayne Chesbro 
Bernard H. Gilbert 
Robert W. King 


Shasta County 
Rollin M. Falk 

Siskiyou County 
J. Randolph Barr 

Solano County 


Felix J. Rossi, Jr. 
Tulare County 


Johan J. Couperous 


Lewis L. Seligman 


Yuba-Sutter County 
John Wesley Lindstrum 


Transferred (7) 

Henry A. Beaudoux, from Alameda County to Santa 
Clara County. 

Robert V. Carter, from Santa Barbara County to Los 
Angeles County. 

Curtis M. Hanna, from Shasta County to San Diego 
County. 

William F. B. Harding, from Sacramento County to 
Marin County. 

Walter N. Levin, from Fresno County to Kings County. 

Joseph M. Swindt. from San Bernardino County to Los 
Angeles County. 

Grace F. Thomas. from Los Angeles County to Mendo- 
cino County. 

Resigned (4) 

Leona M. Bayer, from San Francisco County. 

F. Edwyn Garfinkle, from San Francisco County. 

Henry W. Newman, from San Francisco County. 

Wilfred L. Olsen, from San Francisco County. 


du Memoriam 


Blond, Harry Hyman. Died at Los Angeles, March 11, 
1938, age 32. Graduate of McGill University Faculty oi 
Medicine, Montreal, 1931. Licensed in California in 1932. 
Doctor Blond was a member of the Los Angeles Count) 
Medical Association, the California Medical Association, 
and the American Medical Association. 


+ 


Dickerson, Harry William. Died at San Diego, March 
24, 1938, age 63. Graduate of Washington University 
School of Medicine, St. Louis, 1901. Licensed in California 
in 1929. Doctor Dickerson was a member of the San Diego 
County Medical Society, the California Medical Associ- 
ation, and the American Medical Association. 
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Goodman, Emanuel. Died at San Francisco, Febru- 
ary 22, 1938, age 82. Graduate of the Medical College of 
Ohio, Cincinnati, 1892. Licensed in California in 1895. 
Doctor Goodman was a retired member of the San Fran- 
cisco County Medical Society, the California Medical As- 
sociation, and the American Medical Association. 


* 


Loehr, Bert E. Died at San Jose, April 12, 1938, age 57. 
Graduate of Hahnemann Medical College and Hospital of 
Philadelphia, 1909. Licensed in California in 1910. Doctor 
Loehr was a member of the Santa Clara County Medical 
Society, the California Medical Association, and the Ameri- 
can Medical Association. 


Orbison, Thomas James. Died at Los Angeles, March 
26, 1938, age 71. Graduate of the University of Pennsyl- 
vania School of Medicine, Philadelphia, 1898. Licensed in 
California in 1907. Doctor Orbison was a retired member 
of the Los Angeles County Medical Association, the Cali- 
fornia Medical Association, and a Fellow of the American 
Medical Association. ‘ 


Payton, William Bruce. Died at Riverside, January 7, 
1938, age 81. Graduate of the University of Michigan 
Medical School, Ann Arbor, 1881. Licensed in California 
in 1892. Doctor Payton was a member of the Riverside 
County Medical Society, the California Medical Associ- 
ation, and the American Medical Association. 


THE WOMAN'S AUXILIARY TO 
THE CALIFORNIA MEDICAL 
ASSOCIATION t 


MRS. HOBART ROGERG.......... A Crete eta ela ssnpadeiooias President 
MRS. FRED ZUMWALT ..-----Chairman on Publicity 


News Letter 
Dear Auxiliary Members: 


On March 17 a group of women, twelve in number, met 
to discuss plans for an Auxiliary to the Merced County 
Medical Society. They were interested, for then and there 
they organized. From Merced three of their officers were 
chosen: For President, Mrs. E. M. Soderstrom; for First 
Vice-President, Mrs. C. C. FitzGibbon; for Treasurer, 
Mrs. McNearney. Mrs. A. B. Bigler of Chowchilla was 
elected Secretary, and Mrs. A. V. Andrews of Livingston, 
Second Vice-President. 

When Mrs. Hobart Rogers of Oakland assumed the 
presidency her aim was 100 per cent membership. No one 
woman could accomplish that desire in the short space of 
one year, but surely Mrs. Rogers must feel satisfied with 
the results of her administration. ‘The membership has in- 
creased four hundred and fifty and over in less than a year. 
Four new county Auxiliaries have been organized thus far. 
I say thus far, because San Mateo County is going to join 
us officially on April 20, at which time officers will be 
elected. 

At the meeting held April 7 “to talk matters over,” so to 
speak, Mrs. R. J. Reitzel of 37 Crystal Springs Road, acted 
as chairman and Mrs. J. G. Bridgman of 433 Clarke Drive, 
San Mateo, as Secretary. 


Apparently all counties have awakened and have realized 
that they cannot afford to remain outside an organization 
that is working for just one object—and one that concerns 
all of us vitally—the maintenance of the high standards 
that the profession of medicine has always justly held. 





*As county auxiliaries of the Woman’s Auxiliary to the 
California Medical Association are formed, the names of 
their officers should be forwarded to Mrs. Fred Zumwalt, 
Chairman of the Publicity and Publications Committee, 
3880 Clay Street, San Francisco. Brief reports of county 
auxiliary meetings will be welcomed by Mrs. Zumwalt and 
must be sent to her before publication takes place in this 
column. For-lists of state and county officers, see adver- 
tising page 6. The Council of the California Medical As- 
sociation has instructed the Editor to allocate two pages 
in every issue to Woman’s Auxiliary notes. 
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The entire membership welcomes these Auxiliaries, that 
of Merced, which is already a part of our organization, and 
that of San Mateo, which is soon to be. It is gratifying to 
have them become a part of us. 


Cordially yours, 
Mrs. Frep H. ZUMWALT. 






Component County Auxiliaries 
Los Angeles County 


The Woman's Auxiliary to the Los Angeles County 
Medical Association met on Tuesday, March 22, at the 
Woman’s Athletic Club for its regular luncheon meeting, 
with Mrs. Eliot Alden presiding, and ninety-eight members 
present. 

Most of the program was devoted to a talk by Mr. Ben H. 
Read, who gave a most interesting résumé on pending 
legislation. Mrs. B. H. Sherman gave a report on the 
library, and Mrs. Karl von Hagen read a splendid paper 
on medical highlights, dealing with certain forms of 
quackery. 

An announcement was made that our membership chair- 
man, Mrs. Mark Albert Glaser, and her committee have 
added one hundred and fifty new members to our roster 
this year, making a total membership of 635. 


Mrs. Rosert L. CARRoi., Corresponding Secretary. 
® 


Marin County 


The monthly meeting of the Woman's Auxiliary to the 
Marin County Medical Society was held, March 24, at the 
Marin Golf and Country Club. 

After dinner the members gathered in the lounge to hear 
a most interesting travelogue by Mrs. H. O. Martin of San 
Francisco. Mrs. Martin spoke on Around the World on a 
Freighter. Her presentation was not only interesting but 
amusing as well, particularly the account of her stay in 
both Norway and Sweden. 

The most important part of the business meeting that 
followed was the election of the nominating committee. 


Mrs. Bernarp J. Conroy, Chairman of Publicity. 


2 
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Orange County 


On Tuesday, April 5, the Woman’s Auxiliary to the 
Orange County Medical Society, met at the home of Mrs. 
Claude Steen of Fullerton. 

Following the business session, the meeting was turned 
over to Mrs. Arthur Wies, Chairman of the Public Health 
Committee, who presented Dr. D. A. Harwood of Santa 
Ana. He spoke of the more recent and encouraging features 
in the control and care of cancer, emphasizing the im- 
portance of early diagnosis. 

Preceding the program a short memorial service was con- 
ducted for Dr. James Boyd, pioneer physician of Orange 
County, who recently passed away. 

At the May meeting to be held at the Pacific Coast Club 
in Long Beach, the following nominees will be voted upon: 
For President, Mrs. Hiram Currey; for Vice-President, 
Mrs. E. H. Kersten; for Secretary, Mrs. J. W. Price, and 
Mrs. E. J. Steen, Treasurer. 

Mrs. K. H. Sutuertann, Publicity Chairman. 


2» 


Riverside County 

The Woman’s Auxiliary to the Riverside County Medical 
Society held its regular meeting on March 15 at the home 
of Dr. and Mrs. W. W. Roblee. About twenty members 
were present. Mrs. E. T. Bartholemew presented the pro- 
gram of the Women’s Army for the Prevention of Cancer. 
Miss Celia Crosse discussed the local health department 
and its problems and plans. Miss Crosse is a public health 
nurse in the department. 

Following the meeting the members of the Medical So- 
ciety joined the group for a pleasant social hour. Piano 
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solos by Mrs. Charles Miller and vocal selections by Mrs. 
Wayland Coon were enjoyed. Refreshments were served 
by the hostess and her committee. 


Mrs. T. A. Carp, President. 
% 


Sacramento County 


The home of Mrs. Richard O. Schofield was the setting 
for the March meeting of the Sacramento Auxiliary on 
Tuesday evening, the 15th. 

A business meeting was held with Mrs. William J. Van 
Den Berg, President, presiding. 

Mrs. Hilton Lusk gave a reading of a modern play. Re- 
freshments were served at the close. 

Assisting hostesses were: Mesdames Cordes Ankele, 
James Coyle, W. H. Gibbons, H. M. Kanner, James T. 
Vance and Gustave Wilson. 

Mrs. Hucu CarMIcHAEL, Chairman of Publicity. 


San Diego County 


San Diego County held two of its most important meet- 
ings during the past month. On March 8, Dr. Lyell C. 
Kinney, a Past President of the California Medical Asso- 
ciation, and chairman of our Advisory Committee, spoke on 
legislation concerning the medical profession which will 
come before the voters this fall. He urged us to begin now 
to form a legislative set-up which will carry over into the 
next administration, in order that we may be ready when 
the County Medical Society calls upon us. 

On March 18, our third annual Health Education pro- 
gram was held in the House of Hospitality, Balboa Park, 
with sessions in the afternon and evening. In order to 
promote the organization of the Women’s Field Army for 
the Control of Cancer, we joined forces with them, pre- 
senting Dr. C. C. Little, Managing Director of the Ameri- 
can Society for the Control of Cancer, as the main speaker. 
A talk on Hearts, Young and Old, and a movie, showing 
the work of the Visiting Nurses, concluded the afternoon 
session. 

In the evening, Dr. Donald Davie, Director of the State 
Health Division of Venereal Diseases, spoke on Syphilis, 
and showed movies to make his words more graphic. Dr. 
Carl Howson spoke on Tuberculosis. The local Vice- 
Commander of the Field Army told of its work. 

The city captain of the new cancer organization in San 
Diego is a member of our Auxiliary and some of our mem- 
bers are working on the Advisory Board. We hope to do 
our share toward its success. Several of our members are 
active in the Visiting Nurses’ Association. 

For April 12, our Program Chairman, Mrs. W. C. 
Cooke, has arranged an unusually interesting day. Follow- 
ing the regular luncheon at the Men’s University Club, we 
will adjourn to the pool for crippled children, where a 
demonstration of the work done there will be given. The 
mode of operation of the Society for Crippled Children, in 
which we carry a club membership, its relationship to the 
State Health Department and the social welfare angles in- 
volved, will be explained. The Sunshine School, which 
gave the land for the “pool,” and which is run in connection 
with the Helping Hand Home for Children, will also be 
visited. Several of our members do volunteer service at 
the pool. 


San Diego will be well represented at both the State 
Convention in May at Pasadena, and also at the meeting 
of the American Medical Association to be held in San 
Francisco in June. 

We have enjoyed the State Membership Trophy, which 
we have held during the past year. We are sorry to part 
with it, but our 85 per cent increase could, naturally, not 
be repeated. We hope the Auxiliary which receives it will 
take pride in displaying it as we did. 

Mrs. Ettiot G. Coisy, President. 
X 


San Francisco County 


The annual meeting of the Woman’s Auxiliary to the 
San Francisco County Medical Society will be held on 
Tuesday, April 19, at 2180 Washington Street. Mrs. Wil- 
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liam H. Sargent of Oakland, a Past State President, will 
install the newly elected county officers, as follows: Mrs. 
Thomas E. Gibson, President; Mrs. Edmund J. Morrissey, 
First Vice-President; Mrs. A. Lincoln Brown, Second 
Vice-President; Mrs. Fred D. Fellows, Recording Secre- 
tary; Mrs. Wilber F. Swett, Corresponding Secretary ; 
Mrs. John D. Humber, Treasurer. Also, newly elected 
directors as follows: Mrs. William C. Voorsanger, Mrs. 
E. S. Kilgore, and Mrs. Rea E. Ashley. Directors con- 
tinuing in office are: Mrs. A. S. Musante, Mrs. Fred H. 
Zumwalt, Mrs. Harry R. Oliver, Mrs. Frank H. Rodin, 
and Mrs. Otto Laist. 


Dr. J. C. Geiger, City Health Director, will address the 
Auxiliary on the Organization and Function of the Public 
Health Department. 


Following the business session, the officers and directors 
will give an informal tea in honor of the retiring president, 
Mrs. Hans Barkan. Miss Helen Zumwalt, gifted daughter 
of Dr. and Mrs. Fred H. Zumwalt, will be the guest artist 
for the afternoon, and will render a delightful selection of 
songs. 

The study group will hold their final meeting on April 25, 
with a luncheon given by Mrs. Julius Sherman at her home 
in Atherton. Dr. Henry Harris will be the guest of honor, 
and will review his recent book, California’s Medical Story. 
Mrs. Sherman has conducted the round-table discussions 
on medical topics twice monthly during the current year. 


Mrs. Harry R. Oxtver, Publicity Chairman. 


¥ 
oe 


Santa Barbara County 


Santa Barbara Auxiliary has announced the date of its 
annual spring bridge tea. It is to be held on Friday, April 
22, at the newly reopened Samarkand Hotel. Mrs. Edward 
L. Markthaler and Mrs. William R. Hunt will be co- 
chairmen. A large committee will assist, including Mrs. 
C. T. Roome, President ; Mrs. Harold Schwalenberg, Mrs. 
Sheldon Paine, Mrs. Edward L. Lamb, Mrs. John Van 
Paing, Mrs. Kent Wilson, Mrs. Hugh Freidell, Mrs. 
Franklin R. Nuzum, Mrs. Alfred T. Wilcox, and Mrs. 
Henry J. Profant. Mrs. Alma Spreckels of San Francisco, 
who has recently taken over the Samarkand Hotel and has 
had it redecorated by noteworthy artists, promises us a 
lovely party. 

The Auxiliary is taking part in the program for Cancer 
Control Week. Dr. Susanne Parsons, chairman of the 
local committee, spoke of the campaign at the March meet- 
ing. Six members will take charge of a table on State 
Street for the membership drive in the Cancer Control 
Campaign on Saturday, April 9. 


On Monday, March 14, we were honored by a visit from 
Mrs. Rogers and Mrs. Hall. The meeting took the form 
of a buffet luncheon at the home of Mrs. Harry DeVigne, 
and twenty-five members were present. Mrs. Rogers’ 
talk was enthusiastically received by the members, and Mrs. 
Hall also had a brief message for us. Our guests afterward 
enjoyed a tour of the Blakesly Botanical Gardens, where 
the ceonothus spread their lacey blossoms overhead, and 
next morning left for a visit to the San Luis Obispo 
Auxiliary at Paso Robles. On the trip they were accom- 
panied by Mrs. Edward L. Markthaler, District Councilor. 
They had lunch at the Santa Maria Inn with Mrs. O. C. 
Jones, a member from that city. 


Mrs. H. E. HENpeErson, Publicity Chairman. 


-@ 
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Santa Cruz County 


The Woman’s Auxiliary to the Santa Cruz County Medi- 
cal Society met at luncheon at the Rio Del Mar Country 
Club. Our President, Mrs. Alfred L. Phillips, presided at 
this March meeting. 


We had a small but very interesting meeting, with Mrs. 
Lawrence A. Knox of Carmel as guest speaker. 

The following committee chairmen were elected: Public 
Relations, Mrs. F. H. Shenk; Public Health Education, 
Mrs. J. D. Fuller; and Hygeia, Mrs. G. Bunney. 

Our next meeting will be purely social. Mrs. G. Bunney 
has graciously offered her home for the occasion. 


Mrs. R. C. AtsBercE, Chairman of Publicity. 
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NEWS 


Coming Meetings 


American Medical Association, San Francisco, June 13- 
17, 1938. Olin West, M.D., 535 North Dearborn Street, 
Chicago, Secretary. 

California Medical Association, Hotel Huntington, Pasa- 
dena, May 9-12, 1938. F. C. Warnshuis, M.D., 450 Sutter 
Street, San Francisco, Secretary. 


Hawaii Territorial Medical Association, Honolulu, May 
20-22, 1938. Douglass B. Bell, M.D., Dillingham Building, 
Honolulu, T. I., Secretary. 


Texas State Medical Association, Galveston, May 9-12, 
1938. Holman Taylor, M.D., 1404 West El Paso Street, 
Forth Worth, Texas, Secretary. 


Medical Broadcasts* 
Los Angeles County Medical Association 


The radio broadcast program for the Los Angeles County 
Medical Association for the month of May is as follows: 
Thursday, May 5—KECA, 11:00 a. m., The Road to Health. 
Saturday, May 7—KFI, 10:00 a. m., The Road to Health; 

KFAC, 11:30 a. m., Your Doctor and You. 
Thursday, May 12—KECA, 11:00 a. m., The Road to Health. 
Saturday, May 14—KFI, 10:00 a. m., The Road to Health; 
KFAC, 11:30 a. m., Your Doctor and You. 
Thursday, May 19—KECA, 11:00 a. m., The Road to Health. 
Saturday, May 21—KFI, 10:00 a. m., The Road to Health; 
KFAC, 11:30 a. m., Your Doctor and You. 
Thursday, May 26—KECA, 11:00 a. m., The Road to Health, 
Saturday, May 28—KFI, 10:00 a. m., The Road to Health; 
KFAC, 11:30 a. m., Your Doctor and You. 


Medical Cyclotron Framework in Place at University 
of California——With 155 tons of its steel framework al- 
ready in place, the new medical cyclotron of the University 
of California, designed to produce radio-active ammunition 
for the war against cancer, leukemia and other malignant 
diseases, is beginning to assume shape. It will be ten months 
to a year, however, before all of the involved and intricate 
mechanisms of the cyclotron will be in place and ready for 
operation. 


Within the next two months it is expected that the poles 
and copper windings, between which the vacuum chamber, 
the “core” of the cyclotron will be placed, will be in position. 
Thereafter will come the vacuum chamber itself, together 
with the maze of conduits and wiring necessary for the 
operation of the monolithic atom smasher. All of these 
conduits will be in place in the floor of the cyclotron room 
before it is finally covered with concrete. 


When completed the cyclotron will have an over-all 
height of 11.6 feet, and will be between 210 and 220 tons in 
weight. 

The framework itself is made up of a number of steel 
plates, each one and six-tenths tons in weight. It was found 
more practical to have the framework made of these plates 
rather than single castings, as this made shipment much 
easier. The plates are being welded together however, to 
prevent separation and dislodgment in the event of an earth 
or other disturbance. 


The cyclotron is in its own specially constructed labora- 
tory, in which is already housed a small biological labora- 
tory for premilinary experimentation. 


*County societies giving medical broadcasts are re- 
quested to send information as soon as arranged (stating 
station, day; date and hour, and subject) to CALIFORNIA 
AND WESTERN MEDICINE, 450 Sutter Street, San Francisco, 
for inclusion in this column. 


Southern California Medical Association.—The ninety- 
eighth semiannual meeting of the Southern California Medi- 
cal Association was held on April 8 and 9, in the Mission 
Inn, Riverside. The following program was presented: 

Friday Afternoon Session 
Gonorrheal Vulvovaginitis in Children, 
M.D., Los Angeles. 
Discussion: Eugene F. Hoffman, M.D., and Philip E. 
Rothman, M.D., Los Angeles. 
Pathologic Bleeding from Ruptured Corpus Luteum Cysts, 
Hall G. Holder, M.D., San Diego. 
Discussion: Bernard J. Hanley, M.D., and Foster K. 
Collins, M.D., Los Angeles. 
The Significance of Bleeding from the 
Smiley, M.D., Los Angeles. 
Discussion: William H. Kiger, 
Bon O. Adams, M.D., Riverside. 
The History of Syphilis, H. Sutherland Campbell, 
Los Angeles. 
Discussion: Richard D. Evans, M.D., 
George Dock, M.D., Pasadena. 


Erle Henriksen, 


tectum, Kenneth E. 


M.D., Angeles; 


Los 


M.D.. 


Los Angeles; 


Friday Evening Session 
California’s First Great Medical Scientist, Chauncey D. 
Leake, Ph.D., Professor of Pharmacology, University of 
California, San Francisco. 
Saturday Morning Session 
Some Dangers of the Intracranial Use of Thorotrast, David 
Reeves, M.D., Los Angeles. 
Discussion: Richard T. Taylor, M.D., and Kenneth S. 
Davis, M.D., Los Angeles. 
A Plea for the Early Recognition of Left Ventricular Fail- 
ure, William P. Thompson, M.D., Los Angeles. 
Discussion: James R. Sanford, M.D., Pasadena; 
Ralph M. Tandowsky, M.D., Los Angeles. 
Headache, W. Howard Halsey, M.D., San Diego. 
Discussion: Frank E. Detling, M.D., and Joseph B. 
Stevens, M.D., Los Angeles. 
Acute Pancreatitis, E. Eric Larson, M.D., Los Angeles. 
Discussion: Ray B. McCarty, M.D., Riverside; 
Charles T. Sturgeon, M.D., Los Angeles. 


Saturday Afternoon Session 

Tuberculosis of the 
Riverside. 

Discussion: Carl R. Howson, M.D., 
Hunt, M.D., Los Angeles. 

Peritoneoscopy—The Differential Diagnosis of Abdominal 
Malignancy by Biopsy, John C. Ruddock, M.D., Los 
Angeles. 

Discussion: Clarence G. Toland, M.D., and John W. 
Budd, M.D., Los Angeles. 

The Effects of Histone Insulin in the Treatment of Dia- 

betes Mellitus, Percival A. Gray, M.D., Santa Barbara. 
Discussion: William C. Boeck, M.D., and Howard F. 
West, M.D., Los Angeles. 

The Demonstration by Radiological Methods of the Mucous 
Membrane Pattern of the Gastro-Intestinal Tract and 
Its Defects, Wilbur Bailey, M.D., Los Angeles. 

Discussion: Lyell C. Kinney, M.D., San Diego; 
J. Geyman, M.D., Santa Barbara. 


Appendix, Thomas A. Card, M.D., 


and Verne C. 


Milton 


The officers for 1938 are as follows: 

William H. Barrow, M.D., San Diego, President. 

Alvin G. Foord, M.D., Pasadena, First Vice-President. 

William P. Corr, M.D., Riverside, Second Vice-President. 

John B. Doyle, M.D., Los Angeles, Secretary-Treasurer. 

Councilors—-Frank R. Nuzum, M.D., Santa Barbara; 
Robert W. Langley, M.D., Los Angeles; Merrill W. Hol- 
lingsworth, M.D., Santa Ana; William H. Barrow, M.D., 
ex officio; John B. Doyle, M.D., ex officio. 

Board of Governors—F. M. Pottenger, 
geles; Egerton L. Crispin, M.D., Los Angeles; Joseph M. 
King, M.D., Los Angeles; Joseph K. Swindt, M.D., Po- 
mona; Charles T. Sturgeon, M.D., Los Angeles; Paul E. 
Simonds, M.D., Riverside; Raymond G. Taylor, M.D., Los 
Angeles; Fred B. Clarke, M.D., Long Beach; Carl R. 
Howson, M.D., Los Angeles; Bon O. Adams, M.D., River- 
side; H. Douglas Eaton, M.D., Los Angeles. 


M.D., Los An- 
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New York Bans Psittacine Birds.—The Public Health 
Council of the State of New York at its meeting in New 
York City on February 18 adopted the following amend- 
ment to Chapter II of the State Sanitary Code: 

Regulation 38. Importation, Breeding, or Sale of Psitta- 
cine Birds Prohibited. The importation, breeding or sale of 
birds of the psittacine family is hereby prohibited, pro- 
vided, however, that the importation and breeding of such 
birds for scientific research or exhibition in public zoologi- 
cal gardens may be permitted subject to the approval of 
the state commissioner of health. This regulation is to 
take effect on the first day of March, 1938. 


More California Marriages in 1937.—Marriages in 
California for the year have been tabulated, with a total of 
64,397 as compared with 60,197 in 1936, an increased number 
of 4,200 or 6.98 per cent. Of the ten counties having a 
population of 100,000 or more in 1930 all showed increased 
numbers of marriages and in those twenty-one counties 
having populations of more than 50,000 only one showed a 
decrease. In the group from 10,000 to 50,000 population, 
there were increases in seventeen of the twenty-three coun- 
ties, but in the group of counties having small populations, 
those with less than 10,000 inhabitants, only five showed 
increased numbers of marriages, while five showed de- 
creased numbers and four showed no change. The Cali- 
fornia marriage rate in 1937 is 9.9 per 1,000 inhabitants as 
compared with a rate of 9.4 per 1,000 estimated population 
in 1936. Since 1932, when the number of marriages reached 
its lowest point of 43,164 with a rate of 7.3 per 1,000 esti- 
mated population, there has been a steady increase. There 
has been a registration increase of 48.7 per cent in numbers 
and 35.6 per cent inrate. 


Another Human Death in Los Angeles from Rabies. 
—<A laborer in Los Angeles, aged fifty-seven, died in the 
General Hospital of rabies on March 12, 1938. The history 
of the case, prepared by Dr. Hyman I. Vener, Assistant 
Epidemiologist in the Los Angeles City Department of 
Public Health, reveals that the patient was bitten on the 
second finger of the right hand about February 22. He 
had been bitten by a small brown dog which was lying in the 
street, apparently dead. When the laborer attempted to 
pick up the sick dog, the animal bit him and ran away. No 
attention was paid to the bite and no thought was given to 
the matter until after the onset of the illness. 

A brown spaniel dog, at the same time, was responsible 
for biting seven other persons, three of whom were in the 
vicinity of the accident to the laborer. It is, therefore, rea- 
sonable to presume that the same dog was responsible. It 
is quite probable that this event occurred prior to the time 
indicated, as considerable difficulty was experienced in ob- 
taining reliable data because of the violent illness of the 
patient who died within twenty-four hours after entering 
the hospital. 


Herzstein Lectures.—Stanford University and the Uni- 
versity of California take pleasure in announcing the sixth 
course of the Morris Herzstein Lectures to be given by Dr. 
George W. Pickering, Department of Clinical Research, 
University College Hospital Medical School, London, Eng- 
land. Through the provisions of the will of the late Dr. 
Morris Herzstein of San Francisco, these lectures are held 
in San Francisco under the auspices of the two universities. 

Doctor Pickering will give three lectures at 8:15 p. m. on 
the dates given below at the University of California Exten- 
sion Division, 540 Powell Street, San Francisco, as follows: 

Monday, May 23—“The Problem of High Blood Pres- 
sure in Man.” 

Tuesday, May 24—“Experimental Hypertension.” 

Wednesday, May 25—"The Renal Pressor Substance.” 

Members of the profession, including practitioners and 
medical students and other interested persons are cordially 
invited to attend. 

In addition, he will give a popular lecture at luncheon on: 

Thursday, May 20—“The Biological Significance of 
Pain.” 

The place of the luncheon will be announced later. 

(Signed) : Loren R. CHANDLER, M.D., Dean, 
Stanford University School of Medicine. 
LANGLEY Porter, M.D., Dean, 
University of California Medical School. 
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Trailer Hospital Newest Departure in United States 
Medicine.—The day when a patient can call up the Board 
of Health and order a trailer hospital sent to his door for an 
operation on an unruly kidney may be at hand. 

It has already arrived in Texas, according to Dr. Guy S. 
Millberry, Dean of the College of Dentistry, University of 
California, who has, himself, completed a six months’ trailer 
trip through the United States and a portion of Canada in 
an effort to gain first-hand information on the public health 
phases of dentistry everywhere. 

The hospital trailer was found in the little city of Ysleta, 
Texas, and is owned by a Doctor Love, according to Doctor 
Millberry. While it is equipped chiefly for obstetrical work 
in the rural sections, it can accommodate other types of 
cases. In some respects it is far superior to a number of the 
smaller, isolated hospitals throughout the country, Doctor 
Millberry says. The trailer hospital works within a range 
of fifty miles or so around Ysleta and accomplishes from 
thirty to thirty-five deliveries a month. A trained nurse 
accompanies it as a rule, but additional technicians can be 
accommodated when needed. 


Hospital Payment Plans.—In an effort to help both 
the doctor and the patient, several plans of payment have 
recently been announced by the Berkeley General Hospital. 
In order to avoid confusion in the minds of the profession, 
they are outlined below: 


1. Cash Payment in Advance.—Traditional plan of col- 
lecting one week in advance. 

2. Patient’s Installment Plan. — The admission of re- 
sponsible private patients with a small down payment and 
small weekly or monthly installment payments. 

3. Collection of Physician’s Fee —The extension of the 
installment plan to add doctor’s professional fees to the pa- 
tient’s installment contract, in any case where the doctor 
might feel that the hospital is in a better position to collect 
from the patient because of the security behind its written 
agreement and its follow-up system. This Medical Credit 
Service is entirely optional with the physician and is taken 
up with the patient only when requested by the physician. 

4. Part-pay Medical and Dental Clinics—This plan is 
not open to private patients, but provides only for the care 
of deserving patients who, upon strict social service inves- 
tigation and with the consent of the last attending physician, 
have been found eligible for out-patient care or hospitaliza- 
tion by the clinic staff, at reduced part-pay rates in small 
installment payments. 


Lectures on High Blood Pressure.—High blood pres- 
sure and chronic headache, two baffling complaints that 
seem to have become a part of American tension, love of 
speed, overwork and kindred features of modern life, are 
to be detailed in a popular manner by a world authority on 
these complaints, in the sixth course of the Morris Herz- 
stein Lectures under the auspices of the University of Cali- 
fornia and Stanford University Medical Schools. The lec- 
turer is Dr. George W. Pickering, Department of Clinical 
Research, University College Hospital Medical School, 
London, England. The lectures on high blood pressure are 
to be given at the University of California Extension Divi- 
sion Auditorium, 540 Powell Street, but the headache talk 
will be made the feature of a luncheon to be held in the 
Rose Room of the Palace Hotel. Both lectures and luncheon 
are open to the public. There will be a charge for the latter 
event. 

The dates of the lectures are May 24, with the subject, 
“The Problem of High Blood Pressure in Man”; May 25, 
“Experimental Hypertension,” and May 25, “The Renal 
Pressor Substance.” The luncheon will be held on May 206. 


Doctor Pickering, a profound student on the subject of 
high blood pressure, has written a number of papers on the 
subject which have been given wide circulation. 

The lectures are provided in the will of Dr. Morris Herz- 
stein, pioneer California practitioner and associate of Dr. 
William Watt Kerr and Dr. Herbert Moffitt. He left his 
estate to the medical schools of the two universities, and it 
is through this that the lectures are endowed. They are 
open to all members of the profession and all others in- 
terested. 
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Dentist Appointed to State Board.—Governor Frank 
F. Merriam has appointed V. A. Rossiter, D.D.S., of Santa 
Ana, to membership on the California State Board of Public 
Health. Doctor Rossiter is the eighth member of the Board, 
his appointment having been provided through an amend- 
ment to Section 372 of the Political Code enacted by the 
1937 session of the Legislature. 


Heart Disease.—The crude death rate for heart disease, 
which ranks first among all the causes of death, dropped 
slightly in 1937. A bright spot in the heart disease mortality 
record is the fact that the rate is declining among young 
people where most of the deaths are caused by chronic 
endocarditis, which, in turn, is most often induced by in- 
fectious diseases, chiefly acute rheumatism, streptococcic in- 
fection, and syphilis. The trend is still upward for cardiac 
diseases of the senescent or arteriosclerotic type which are 
predominant in the higher age ranges of life and which are, 
for the most part, the result of the inevitable breakdown of 
the organism with advancing age. 


Eye Health to Be Studied at Summer Session.— 
Annette M. Phelan, Ph. D., Associate in Education, Na- 
tional Society for the Prevention of Blindness, has accepted 
an invitation to offer two courses in eye health education in 
the University of California Summer Session, June 27 to 
\ugust 5. One course, Eye Health of the School Child, 
will deal with educational and health problems involved in 
visual defects among school children; and the other course, 
Eye Health in Teacher Education, will take up the eye 
health content of curricula for teacher education in the light 
of contributions by the sciences, teaching practices and 
classroom conditions. 

Miss Phelan has been instructor in Health Education at 
Columbia University since 1933. She is the author of “A 
Study of School Health Standards,” “Conserving the Sight 
of School Children,” and a co-author of “Adventures in 
Living.” 

Summer Session Bulletins will be mailed upon request by 
the Dean of the Summer Sessions, 104 California Hall, 
Berkeley, California. 


American Board of Obstetrics and Gynecology Ex- 
aminations.—The oral, clinical, and pathological examina- 
tions for Group A and Group B applicants will be held in 


San Francisco, California, on Monday and Tuesday, June 
13 and 14, 1938. 


An informal dinner for the diplomates of this Board, 
their wives and others interested in the work of the Board, 
will be held at the Palace Hotel, San Francisco, on Wednes- 
day evening, June 15, 1938, at seven o’clock. Dr. William 
D. Cutter, Secretary of the Council on Medical Education 
and Hospitals of the American Medical Association, will 
address the group, and the successful candidates of the 
preceding two days’ examinations will be introduced in 
person. Tickets, at $2.25 each, may be obtained in advance 
from Dr. Joseph L. Baer, 104 South Michigan Avenue, 
Chicago, Illinois, or at the door. Reservations should be 
made in advance if possible. 


Application blanks and booklets of information may be 
obtained from Dr. Paul Titus, Secretary, 1015 Highland 
Building, Pittsburgh (6), Pennsylvania. 


National Health Council’s Library on Public Health 
Literature.—Research workers from all parts of the United 
States used the facilities of the National Health Council 
Library, at 50 West Fiftieth Street, New York City, during 
the past year, and they were used also by education and 
nurses’s training classes in local and nearby colleges. In 
1937, the services of the library were made available more 
than 1,500 times to others than staff members of the seven- 
teen organizations in the Council. 


The library now contains more than six thousand vol- 
umes and thirty thousand pamphlets dealing with public 
health, sanitation, hygiene, and related subjects. More than 
five hundred medical and educational periodicals are re- 
ceived regularly from all parts of the world. As an aid to 
public libraries in the selection of books on health subjects, 
a list of approximately three hundred health books of inter- 
est to the general public is being compiled at present. 


NEWS 


Active member agencies in the National Health Council 
include the following: American Society for the Hard of 
Hearing, American Heart Association, American Public 
Health Association, American Red Cross, American Social 
Hygiene Association, American Society for the Control 
of Cancer, Conference of State and Provincial Health 
Authorities of North America, Maternity Center Associa- 
tion, National Committee of Health Council Executives, 
National Committee for Mental Hygiene, National Or- 
ganization for Public Health Nursing, National Society for 
the Prevention of Blindness, and the National Tuberculosis 
Association. 

The United States Children’s Bureau and the United 
States Public Health Service are advisory members of the 
Council. The American Nurses’ Association and the Foun- 
dation for Positive Health are associate members. 


New York State Enacts First Prenatal Health Law. 
As the News goes to press, comes word that Governor 
Lehman has signed the Twomey-Newell “baby health bill,” 
recently passed by both houses of the New York State 
Legislature. New York thus has the honor of being the 
first state to enact a law for the protection of the unborn 
from congenital syphilis. It is, in fact, the first law of its 
kind to be enacted anywhere. 

Thirteen thousand New York State babies, health au- 
thorities estimate, will be saved each year from death or 
disease by this law,1 which requires all persons licensed to 
attend women in pregnancy to administer, or cause to have 
administered, a standard serological test, and to indicate 
on the birth or stillbirth certificate if such test was made. 
If the test has not been made, the reason for the omission 
must be shown, but results of such tests are not to be indi- 
cated on the certificate. 

This life-saving legislation is an example of results ob- 
tained when all concerned work together. Drafted by social 
hygiene experts, proposed by the New York Post,2 sup- 
ported strongly by other New York newspapers, endorsed 
by official and voluntary health agencies, medical societies 
and civic groups, the bill moved forward steadily to passage 
by an overwhelming majority. ... 

As the prenatal bill was made into law, the Desmond- 
Breitbart bill for premarital examination for syphilis was 
being pressed forward to passage before the legislature 
adjourns. With the signing of this second bill, New York 
State will have taken two long steps toward stamping out 
syphilis within its borders. If every state will do likewise, 
“within a generation” need not be an extravagant prophecy 
as to when the “shadow” may “lift from our land.” 


Press Clippings.—Some news items from the lay press, 
on matters related to medical practice, follow : 


Revenue Producing Apartments Can Be Made of 
Old Houses* 

Outmoded residence properties, still structurally sound 
but no longer in demand by reason of excessive size, dated 
architecture, or neighborhood changes, may be converted 
into revenue-producing flats and apartments with funds 
available under the Property Improvement Credit Plan of 
the Federal Housing Administration. 

Many residential landmarks are today but specters of 
past magnificence—deserted, falling into dilapidation, un- 
wanted by the descendants of the original owner. These 
properties cannot be rented for homes in their present con- 
dition and serve only to gather unwanted taxes for the 
owners. Many have been demolished to ease the tax burden 
or with the hope of renting the vacant lot for some purpose. 

By the expenditure of a reasonable amount of modern- 
ization many old homes may be remodeled into several 
small apartment units and placed on an income basis that 
will justify the expenditure. 

The provisions of the National Housing Act as amended 
permit the insurance of modernization loans up to $10,000 
on a single property. Repayments are made in equal 

1 Four thousand infants are now born annually in New 
York with syphilis, and these and nearly half the annual 
toll of 18,000 still births could be prevented by early diag- 
nosis and treatment of the mother for this disease. 

2In an editorial of January 5, and illustrated feature 
articles. Health and welfare agencies interested in pro- 
moting this type of legislation in their own states may 
secure a limited number of reprints of the Post articles 
upon request to the American Social Hygiene Association 
at 50 West Fiftieth Street, New York. 

* Editor’s Note.—This item may have suggestive value to 
smaller county medical societies, or branches of larger 
societies, contemplating “headquarters,” and to those 
already in possession of a “headquarters home.” 
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monthly installments over a period of as long as five years 
and thirty-two days. Charges for this credit are reason- 
able. The Federal Housing Administration insures the 
loans, and the funds are made available by private lending 
institutions, including banks, building and loan associ- 
ations, finance companies and like agencies. 

Extensive alterations necessary to remodel a dwelling 
for apartment purposes do not always require the service 
of an architect, but the scope of the work makes it de- 
sirable. Among the improvements eligible to be financed 
under the Property Improvement Credit Plan are: In- 
stallation of new heating, wiring and plumbing units and 
systems; redivision of floor space, painting and papering, 
and any other improvements that become an integral part 
of the building. 

The exterior may require extensive alteration, which 
may also be financed with loans insured by the Federal 
Housing Administration. Brick work may be pointed up, 
roof repaired, or a new roof put on; porches removed, 
walkways and drives built, entrances cut, and the building 
painted. 

Depreciation checked by modernization will pay off in 
income in many instances. A dwelling is not usually obso- 
lete unless the structure is so unsound that it would be 
more economical to completely rebuild it.—Los Angeles 
Evening News, April 7. 

* * * 


Hospitalization Program Ruled Illegal by Webb 
Corporations cannot engage in the practice of medicine. 
Firms not licensed to insure cannot issue contracts pro- 
viding for medical and surgical care and hospitalization. 

Citing California law to this effect, Attorney-General 
Webb yesterday gave an opinion in San Francisco that the 
First National Protective Association of Los Angeles was 
obtaining members on a contract which violated a previous 
ruling that corporations cannot engage in the practice of 
medicine. 

Opinion Transmitted 


The opinion was transmitted to State Insurance Com- 
missioner Carpenter following an inquiry concerning the 
association’s operations by Inspector Risbrough of the Los 
Angeles office. 

Webb held that the contract violated the State Medical 
Practice Act because it agreed to furnish medical service, 
which corporations are not permitted to do. It also vio- 
lated the insurance law providing that only licensed in- 
surers can issue policies, because the contract provided 
insurance, he said. 


No Previous Complaints 

“We have operated for five years without complaint,” 
James W. Weitzman, president and general manager of the 
association, said. “If we are operating in a manner not in 
conformity with California law we shall have to revise our 
organization. We are now organized as a nonprofit cor- 
poration.” 

The association's offices are at 416 West Eighth Street.— 
Los Angeles Times, March 25. 


* : * 


Two Hundred Dogs Impounded in Los Angeles Quarantine 

For the second day, crews of city humane department 
officers patrolled the city today to enforce the new quaran- 
tine against dogs. 

Bertram E. Morse, inspector in charge of the Ann Street 
Shelter, and other humane officers reported that more than 
200 dogs had been impounded in the drive under the direc- 
tion or Dr. George Parrish, city health officer and chief 
advocate of the quarantine, and Dr. C. C. Warn, head of 
the humane department. 


The animals in the various pounds will be held under 
observation for rabies for ten days. Then unlicensed or 
unclaimed dogs will be destroyed, and those with a license 
and found to be healthy can be reclaimed by owners. 

General rules of the quarantine: 


Dogs must be confined in the home or on the premises of 
the owner at all times; or must be kept on leash in the 
custody of a person over 15 years of age when in a public 
street or public place; or must be securely confined in 
closed automobiles on the public highway. 


Claim Only Part of Dog Fees Used for Humane 
Department Work 


With Los Angeles dog population under the restraint of 
a quarantine, dog owners today were renewing their de- 
mands for a more adequate humane department in the city 
and for more diligently enforced preventive measures as a 
means of effectively minimizing rabies danger. 
Angeles’ humane department facilities are inade- 
quate and antiquated, it was pointed out, despite the fact 
that dog owners of the city pay into the public treasury 
annually a sum in excess of $200,000 in dog license fees. 
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This sum, it is contended, is ample in every way to pro- 
vide an adequate humane department, large and efficient 
enough to cope with any situation. 

Claim Fund Diverted 

The rub, according to the dog owners, is that much of 
the money paid in license fees is not used for the humane 
department, but rather is put into the city general fund 
and is expended for purposes which have nothing to da 
with small animal regulation. 

James Lindsey, executive head of the Tailwagger Asso- 
ciation, an association of dog owners and dog lovers, cited 
figures to show how much of the annual dog license money 
is being diverted from humane department purposes. 

In 1937, Lindsey pointed out, 83,624 dogs were licensed in 
Los Angeles city. The fees from these licenses plus smaller 
amounts realized from Kennel license charges and pound 
fees, brought the receipts for the year to $213,240. 

Put in General Fund 

However, only $98,771 of this amount was put back into 
the humane department as budgetary expense. The re- 
mainder, $114,469, considerably more than half the money 
collected from dog owners, went into the general fund of 
the city and was used for general municipal purposes. 

Last year was not an exceptional year in this regard 
For the past four years the surplus earnings of the human: 
department have been consistently more than $100,000 a 
year. During the twenty years of the department's exist- 
ence, there has been diverted into the city’s general fund 
surplus earnings from the humane department of $1,230,688 

Lindsey and other dog owners contend that if only a 
reasonable portion of this surplus were spent in an effec- 
tive humane patrol that would pick up stray dogs and cats 
and would police the city for sick animals, that the possi- 
bility of rabies becoming epidemic would be almost nil. 

“But the city does not do this,” said Lindsey, “despite 
the fact that dog owners tax themselves more than $200,000 
annually in Los Angeles in the hope of getting such 
service.” 

Lindsey pointed out that many dog owners are threaten- 
ing to discontinue the payment of license fees unless more 
of the money goes for the purposes intended. 

“A Superior Court in San Diego County decided last 
April that it was unconstitutional to exact a license fe¢ 
from owners who keep their animals on their own premises 
at all times,” said Lindsey. “A large proportion of Los 
Angeles dog owners keep their animals continually under 
such restraint and feel that they would be justified legally 
in refusing to pay the license under this ruling.’’—Los 
Angeles Times, April 7. 

* + * 


Dr. Harold Brunn Named by Surgeons 

Election of Dr. Harold Brunn of San Francisco as presi- 
dent of the American Association for Thoracic Surgery at 
the group’s convention in Atlanta, Ga., was reported on 
April 5 by the Associated Press. He succeeds Dr. Stuart 
W. Harrington of Rochester, Minn.—San Francisco Exam- 
iner, April 6, 1938. 

om ~ * 


Rabies Fatal 

Los Angeles, March 25.—(AP)—Rufus Bradley died to- 
day of rabies, the second victim of a mad dog, which bit 
him a month ago. Stephen Wilson, the first victim, died 
last week. Seven others bitten by the dog took the Pasteur 
treatment. Bradley and Wilson did not.—San Francisco 
Examiner, March 26. 

* * * 


American College of Physicians 

New York, April 7.—(AP)—The new president of the 
American College of Physicians, William J. Kerr, M.D., 
of San Francisco, took office today and promised forward 
action on “medical situations arising in the country.” 

His remarks were taken to refer to the proposal of the 
association's retiring president, Dr. James H. Means of 
Boston, last night to organize an opposition party within 
the American Medical Association and “bring to light 
leaders”? to solve problems of medical care and proposed 
federal medical aid Los Angeles Examiner, April 8. 


+ + * 


Aid for Sufferers 
Safe Use of Sulfanilamide 

Memphis (Tenn.), March 28.—(AP)—Dr. William B 
Wendel, University of Tennessee chemist, said today h« 
had developed methylene blue dye as a means of counte! 
acting ill effects of sulfanilamide. 

The chemist said that an injection of the blue dye erases 
one of the most serious toxic effects sulfanilamide produces 
as well as providing a simple method of determining when 
a person is suffering such use of the drug. 
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Sulfanilamide has been successful in the treatment of 
throat irritations, erysipelas and mastoid. 


“With the development of methylene blue dye as an anti- 
dote,’’ Wendel said, ‘‘there should be no reason why sul- 
fanilamide should not be administered safely in nearly all 
eases.”—San Francisco Examiner, March 29. 


* * * 


Split in United States Doctor Group Widens 

Chicago, April 8.—(AP)—A new attack by Dr. Morris 
Fishbein, spokesman for the American Medical Association, 
on the use of federal funds for public medical service, 
widened the breach today between groups at odds over the 
question. 

Doctor Fishbein said in an address last night that “only 
the physician is capable of determining the real medical 
needs of the people.” 

“Proposals for the use of federal funds in medical serv- 
ice,” he said, ‘are in accord with the extraordinary delu- 
sions of grandeur and with the vague and misguided con- 
ceptions that continue to emanate from the social service 
workers who have sought to assume control of the practice 
of medicine in the United States.” 


Reply to Statement 


Doctor Fishbein replied to Dr. James H. Means, retiring 
president of the American College of Physicians, who said 
in a New York address it would be “wholesome” if there 
was an “enlightened opposition party within the Democ- 
racy of the American Medical Association.” Doctor Means 
said he was “not advocating a revolt’? against the asso- 
ciation. 

“Doctor Means,” said Doctor Fishbein, “is unfortunately 
typical of a considerable number of physicians snugly 
ensconced in laboratories or in full-time positions in medi- 
cal schools who are unaware of the problems of the general 
practitioner and who never see the people or even under- 
stand those whom they would serve.” 


Seek U. S. Funds 

Their chief objective, Doctor Fishbein continued, was to 
secure “more and more government funds for the subsi- 
dizing of medical education, of hospitals and of the care 
of the sick.”” This, he contended, would lead to “confisca- 
tory taxation” of industry and the individual worker ‘for 
the benefit of the employees of the bureaucracy and those 
who have not or will not work.” 

He said the medical profession has compiled a record in 
the United States that could challenge that of any state- 
controlled system in foreign nations. The profession, he 
added, does not propose to relinquish its functions until 
satisfied that “some other system will give better medical 
service to more people.” 

a * oe 


Health Plan Action Sought 
The California State Supreme Court yesterday was 
asked to set in operation San Francisco’s municipal em- 
ployees’ health insurance plan. 


Unable to consider the matter at their conference yes- 
terday, Justices of the Court postponed discussion of the 
plan until Thursday or Friday. 


Asked from the Court, in a petition filed by the Health 
Service Board, was a writ of mandate directing Controller 
Harold Boyd to make available to the board all sums de- 
ducted from the compensation of members of the health 
service system, 

Court test of the legality of the health plan was forced 
by Boyd when he refused to turn initial collections over to 
the board. The plan provides deductions of $2.50 per 
month from over 11,500 city workers. 


Boyd forced the court action because numerous employee 
groups of the city have assailed the plan.—San Francisco 
Examiner, March 22. 


* * * 


Cancer Control Month Called 

Washington, March 28.—(AP)—The White House made 
public today a proclamation by President Roosevelt pro- 
claiming April as cancer control month and urging support 
soa national program for the control of cancer by edu- 
cation, 

The President invited governors of the states and terri- 
tories to issue similar proclamations.—San Francisco Ex- 
aminer, March 29. 

* ¥ A 


Los Angeles County Auto Death Toll Reaches 231 


Three men were dead today, and a three-year-old boy 
may die of injuries in traffic accidents that made the fig- 
ures for the year’s death toll to date, read 231 for Los 
Angeles County.—Los Angeles Evening News, April 7. 
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Five Hundred Thousand Are Victims of Daily Injuries 
Ten Million Accidents Each Year iw U. 8. 

Washington, April 2.—Ten million accidents serious 
enough to disable their victims one day or longer occur 
annually in the United States. 

Each day 500,000 persons are 
school or pursue their usual activities as the result of 
injuries caused by accidents resulting from multiple 
sources, the Public Health Service announced today. 

The service disclosed that 7 per cent of the deaths among 
the 70,000 families canvassed were the result of accidental 
injury. Accidental deaths were exceeded only by mortali- 
ties from disease of the heart, cancer and pneumonia. 

It was revealed that sixteen of every 1,000 persons are 
disabled for a week or longer by injuries each year. The 
average period of disability experienced by the victims of 
serious accidents is forty-six days. This is compared with 
the average duration of disability from all causes, which is 
fifty-seven days. Automobile accidents average fifty-five 
days of disability. 


unable to work, go to 


Many Are Maimed 

Maiming injuries occur most frequently in the course of 
work, the report states, since 70 per cent of the lost fingers 
and 46 per cent of the loss of other members are are at- 
tributed to occupational casualties. For impaired members, 
however, home accidents are of equal importance to indus- 
trial mishaps. 

The home is far from being the safest 
usually considered. More than 30 per cent of all accidents 
occur there, The home injuries result mainly from falls, 
burns and cuts. 

Boys and men are more liable to suffer accidental injury 
than are girls and women until the age group above 65 
years is reached. The situation is then reversed. 

The greatest single source of accidental injury is the fall, 
which is credited with 39 per cent of all the serious dis- 
abling factors. Falls are even a greater menace at present 
than automobiles, which are responsible for 20 per cent of 
the nation’s yearly accident toll. 


place, as it is 


Autos Are Deadly 

However, the automobile is responsible for the greatest 
number of accidental fatalities. Persons injured in an auto- 
mobile are two and one-half times as likely to die as 
persons injured by any other means. 

The report associates the higher rate of accidents in the 
homes of the very poor with inadequate housing facilities. 
Faulty stairways, poor lighting and heating conditions and 
rickety furniture are all factors which are responsible for 
the excessive home injuries among the lower third income 
group. 

The National Health Survey is attempting a solution of 
the nation’s ever-increasing accident problem by endeavor- 
ing to ascertain the source and circumstances under which 
serious mishaps occur. In this way they hope to suggest 
preventive measures for each type of accident.—San Fran- 
cisco Examiner, April 3. 
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Concerning a recent malpractice suit. 


STATE OF CALIFORNIA 
DEPARTMENT OF INSTITUTIONS 
MeENbDocINO STATE HOsPITAL 


Talmage, California, 
March, 29, 1938. 

To the Secretary:—I am just in receipt of a telephone 
message from Mr. Hartley Peart stating that the case of 
Sarah Florence vs. Doctors Toner, Beardslee, Reilly, 
Sheehy, Tillman, Cushman, and Mr. Charles Waymire, 
had been dismissed by order of Judge Michael Roche of 
the Federal Court in San Francisco. As you know, this 
suit for one million dollars was brought about three years 
since, and has been continued from time to time, has been 
stubbornly fought by the attorney for the plaintiff, Miss 

; but in spite of this strenuous effort on the part of 
the plaintiff and her attorney, it has now been terminated 
by the above-mentioned dismissal of the case. 

I feel that this case was won only by the earnest, per- 
sistent, intelligent and painstaking effort of Mr. Hartley 
Peart, the attorney for the Medical Society of the State 
of California, and his associates, Messrs. Gus L. Baraty 
and Howard Hassard. I wish to express to you my heart- 
felt appreciation for the faithful service rendered by that 
society. I had, also, the assistance of Mr. Kilkenny, Deputy 
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from the Attorney-General’s office, who was protecting 
the State’s rights in the matter. However, my individual 
protection was especially provided by the efforts of the 
Medical Society of the State of California. 

You, perhaps, are aware of the fact that after this suit 
was filed against us, the Company refused further 
continuation of protection under that policy which I had 
carried with that company for several years, on the grounds 
that the policy did not cover the points at issue. 

I feel that if the members of the Association knew more 
of the dangers of medical practice that they would not 
hesitate to join the Medical Society of the State of Cali- 
fornia and pay its small annual charge. 

Very sincerely, 
R. A. CusuMan, M.D., 
Medical Superintendent. 


Concerning articles on the Los Angeles County 
General Hospital. 
(copy ) 
THE QUEEN’s HosPITAL 


Honolulu, T. H., 
March 18, 1938. 

To the Editor:—Today I received a copy of the Febru- 
ary issue of CALIFORNIA AND WESTERN MeEpIcINeE, for 
which I sent an order with stamps to cover to the publi- 
cation office in San Francisco a couple of weeks ago. I had 
read in the Los Angeles Times a front-page news article 
about your editorial and comments on the charging and 
billing innovations at the Los Angeles County General 
Hospital and felt keenly interested in the subject. 

For the past two hours I have been occupied with the 
reading of the editorial article, the exhibits and comments. 
Not a word escaped my attention, so completely was my 
interest engrossed. I congratulate you upon the manner 
in which you have handled the whole matter. It is typical 
of your forceful and effective way of dealing with medical- 
administrative dilettanteism and confusion whether it be 
in the realm of ethics or economics. More power to you 
in this crusade! 

I take pleasure in sending you, under separate cover, a 
copy of the Seventy-eighth Annual Report of The Queen’s 
Hospital, just published. I recall your often expressed de- 
sire for a printed report from the Los Angeles County 
General Hospital. It is no credit to Los Angeles County 
that they continue to neglect so elemental an obligation to 
the doctors who perform the medical services in the hospital 
as well as to the taxpayers who support it, not to mention 
the universally accepted reciprocal obligations between im- 
portant hospitals to exchange reports on their experiences. 
The Queen’s Hospital of Honolulu has not missed publish- 
ing its annual report for many decades, not even during the 
worst depression years. 

My work here has been pleasant, well received and fruit- 
ful of results. I look forward to many years of productive 
activity in my present position despite my advancing years. 
I feel as young as ten years ago. The marvelous climate 
of these islands is exceedingly favorable for my health. . . . 

P. O. Box 614. 

Very sincerely yours, 
(Signed) : G. W. OLsEN.* 


Concerning the May meeting of the American Neis- 
serian Medical Society. 

March 16, 1938. 
Dear Doctor: 

The fourth annual session of the American Neisserian 
Medical Society will be held in Washington, D. C., on May 
16 and 17, 1938, in the Public Health Auditorium located 
at Nineteenth Street and Constitution Avenue, N. W. 


"Mr. G. W. Olsen was formerly superintendent of the 
California Hospital at Los Angeles, and later, as assistant 
superintendent of the Los Angeles County General Hos- 


pital, the twelve-million-dollar acute unit building was 
largely placed in usable form under his supervision. In a 
shift of officers, his work was not recognized. At that time, 
upon recommendation of Doctor MacEachern of the Ameri- 
can College of Surgeons, he received the offer of the super- 
intendency of The Queen’s Hospital in Honolulu, where, we 
have been informed from other sources, his services have 
given great satisfaction.—Editor. 
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The session will open with a symposium on sulfanil- 
amid, which will be timely and of great value to everyone. 
Perrin H. Long, M.D., of the Johns Hopkins Hospital 
will deliver the principal address. Doctor Long’s work 
puts him in the position of being the country’s leading 
authority on the chemistry, mode of action, and clinical 
use of sulfanilamid. 

Following the presidential address there will be simul- 
taneous meetings of the three following sections: Male 
Clinical, Female Clinical, Laboratory and Research. The 
Male Clinical Section will discuss in considerable detail 
the question of nomenclature, standard record forms, diag- 
nosis, and cure. The Female Clinical Section will discuss 
diagnosis and cure. The Laboratory and Research Section 
will discuss bacteriology, serology, and research. The re- 
ports of these deliberations as accepted on the following 
day will become the Society’s official opinion and will 
serve as authoritative information which, when dissemi- 
nated, will undoubtedly result in clarifying some of the 
present needless confusion. This would seem to be an im- 
portant next step toward improving the management and 
control of gonorrhea. 

For further information, address the Office of the Secre- 
tary, 113 Bay State Road, Boston, Massachusetts. 

Oscar F. Cox, M. D., 
Secretary. 


Concerning venereal disease program of the State 
Board of Public Health. 


STATE OF CALIFORNIA 
DEPARTMENT OF PusLic HEALTH 
SACRAMENTO 
San Francisco, 
March 23, 1938 

To the Secretary:—Your letter of March 17 addressed 
to Dr. Howard Morrow has been referred to our office. 

This is to advise you that within the next ten days 
copies of the enclosed letter to physicians will be mailed 
to all registered physicians in the State. This should clear 
up any question with reference to the drug distribution 
program. 

We are not in a position as yet to directly subsidize phy- 
sicians for the care of indigent patients. In the larger 
centers of population, clinics are available for the care of 
such cases. Within the next few months it is anticipated 
that we shall be able to extend our program so that patients 
in rural districts can be given care. Meanwhile we are 
furnishing drugs for the treatment of these cases, and in 
each instance attempting to get the physician to make some 
arrangement for the patients so that they may be kept 
under treatment. 

If you feel that an article should be prepared for Cati- 
FORNIA AND WESTERN MEDICINE with reference to the drug 
distribution program, may we hear from you to that effect. 


Very truly yours, 


Matcotm H. Merritt, M.D., 
Chief, Bureau of Venereal Diseases. 
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LETTER No. 3 
To the Physicians of California: 

The venereal disease control program has progressed t0 
the point where the third objective can now be announced 
A restatement of the first two objectives with the addition 
of the third is as follows: 

1. Every case of venereal disease to be reported. 
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9, Every case of venereal disease to have a complete epi- 
demiological investigation. 

3. Every case of venereal disease to be kept under the 
care of a physician until the disease has been arrested or 
cured. 

Studies of the Coédperative Clinical Group have shown 
from 60 to 80 per cent of clinic patients with syphilis dis- 
continue treatment prematurely. While no statistics are 
available concerning private patients, indications are that 
the situation is comparable. The early cases that are laps- 
ing from treatment now will fill our clinics and institutions 
in years to come. Many will become sources of infection 
for others as a result of infectious relapse. Adequate treat- 
ment for every case of syphilis is the basis of all control 
measures for this disease. It eliminates foci of infection 
and prevents the development of late complications. 

Why do patients lapse from treatment? This problem 
was studied some years ago in the Syphilis Clinic of the 
University of Pennsylvania Hospital. Reasons most fre- 
quently mentioned were: painful reactions to treatment; 
clinic hours interfere with work; financial inability to con- 
tinue: did not realize the seriousness of the 
thought themselves cured. 

How are we to prevent such lapses? We offer you the 
following suggestions and specific aids that should assist 
you in keeping your cases under treatment. 

1. The proper instruction of the patient is of paramount 
importance. It must include convincing evidence of the 
correctness of diagnosis, outline of treatment to be given, 
necessity for continuing treatment, some explanation of 
the interpretation of serological reactions, and possibili- 
ties of reactions to treatment. The patient should be told 
that symptoms will rapidly disappear but ultimate cure 
requires prolonged treatment. To be really effective this 
instruction must be given as soon as the diagnosis is made. 


9 


2. Frequently the physician’s instructions can be fortified 
by literature for the patient. We have already forwarded 
to you a copy of our pamphlet entitled Combating Syphilis. 
A companion pamphlet, entitled Combating Gonorrhea, is 
enclosed. A copy of one of these pamphlets will be mailed 
to you by your local health officer upon receipt of each 
report of a case of syphilis or gonorrhea. Additional copies 
can be obtained upon request, from your local health officer 
or from this Bureau. 


disease; 


3. Probably the most frequent cause of lapse from treat- 
ment in private practice is financial inability to continue. 
During the first interview after diagnosis is made, the 
financial problem should be discussed fully. Patients should 
be advised to consider their problem frankly and to depend 
upon their physicians to arrange for their continued treat- 
ment in a clinic if they are unable to continue under pri- 
vate medical care. As physicians we must face this problem 
realistically if these lapses from treatment are to be pre- 
vented, In an effort to relieve part of the financial strain, 
the State Department of Public Health is now prepared to 
issue through local health officers a limited supply of anti- 
syphilitic drugs to private physicians for the treatment of 
indigent and marginal cases. A requisition form is en- 
closed. A limit of ten ampoules of an arsenical and twelve 
ampoules of bismuth salicylate (or, if more than one pa- 
tient, one 60 cc. bottle) will be issued at one time for each 
patient. Additional drugs can be obtained for any case as 
the first supply is exhausted. Cases must have been re- 
ported before drugs will be issued. 


4. Practically all full-time health departments are now 
equipped to assist you in returning lapsed cases to treat- 
ment. Ask for their assistance. The Venereal Disease Act 
passed by the 1937 session of the State Legislature imposes 
upon you the legal obligation to keep your patients under 
treatment, or report the patient by name to the health 
department. It also gives health officers adequate power 
to assist you. A copy of this law and State Board of Public 
Health rulings will be forwarded to you upon request. 

5. Enclosed also is a letter from Dr. Thomas Parran 
regarding the United States Public Health Service periodi- 
cal entitled Venereal Disease Information. This would be a 
valuable addition to your library. 

MALCOLM H. MERRILL, M.D., 
Assistant Acting Surgeon, United 
States Public Health Service. 
Approved: 

WALTER M. Dick1E, M.D. 
Field Agent, U. 8S. P. H. 8. 
Cooperating with United States Public Health Service. 


Concerning June 17 and 18 meeting of the American 
Academy of Tuberculosis Physicians. 

Auberry, April 10, 1938. 

To the Secretary:—The scientific program of the Ameri- 
can Academy of Tuberculosis Physicians to be held in the 
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Hotel Mark Hopkins, San Francisco, June 17 and 18, is 
almost complete. 

Among the speakers are men nationally and internation- 
ally known in their particular field of medicine. For this 
reason, the Program Committee desires to give the medi- 
cal profession of California an opportunity to hear some 
or all of these papers. 

With this in mind, we are writing to request that you 
contact the proper authorities with the view of having the 
program published in the May issue of CALIFORNIA AND 
WESTERN MEDICINE. 

Thanking you in advance for whatever you may be able 
to do in this, I am 

Cordially yours, 
Everett Morris, 
Chairman, Program Committee. 


Concerning California laws on “disability insurance 
contracts.” 


DEPARTMENT OF PROFESSION AI 
STANDARDS 
30ARD OF MEDICAL EXAMINERS 

STATE OF CALIFORNIA 


AND VOCATIONAL 


Sacramento, California, 
April 4, 1938. 

To the Editor:—Enclosed please find copy of Attorney- 
General’s Opinion No. NS900 addressed to Honorable 
Samuel L. Carpenter, Jr., Insurance Commissioner of the 
State of California, in relation to the First National Pro- 
tective Association of Los Angeles, which we thought might 
be of interest to readers of CALIFORNIA AND WESTERN 
MEDICINE in connection with the study of the so-called 
hospital associations. 

420 State Office Building. 

C. B. Pinxuam, M.D., 
Secretary-Treasurer. 
7 7 7 
(cory) 
San Francisco, March 23, 1938. 
Hon. Samuel L. Carpenter, Jr., 
Insurance Commissioner, 
417 Montgomery Street, 
San Francisco, California. 
Dear Sir: 

I have your letter of January 6, 1988, relative to First 
National Protective Association of Los Angeles in which 
letter you enclose the following documents: 

1. Pink card entitled ‘‘Now in Effect’; 

2. Business reply card; 

3. Application blank; 
. Certificate; 
. Memorandum from Mr. Risbrough dated December 20, 

1937; 

. Memorandum to 

1937; 

. Memorandum 

1937. 

You state that the definition of ‘‘disability’’ insurance, 
Section 106, Insurance Code, is essentially the same as the 
definition of accident and sickness or health insurance 
contained in Subdivision 6 of old Section 594 of the Political 
Code, as amended in 1933, which section has since been re- 
pealed. The term “accident and health insurance” was the 
subject of my Opinion No. 9055. 


Mr. Risbrough dated December 29, 


7 from Mr. Risbrough dated January 3, 


You ask my opinion as to whether the contract issued by 
the National Protective Association constitutes a contract 
of insurance which may only be written by licensed com- 
panies and whether the contract violates other provisions 
of law. 

The contract in question in substance provides that the 
member is entitled to all the rights and privileges of the 
Association as provided in the by-laws and the provisions 
contained in the certificate. 

In the general provisions of the certificate the following 
services are enumerated: medical service at office of corpo- 
ration or at home of member; minor surgical operations, 
treatment of eye, ear, nose, and throat; maternity cases; 
major surgery; hospitalization; x-rays, and ambulance. 
The services enumerated are practically the same as those 
which were mentioned and described in Opinion No. 9055, 
rendered to the then Insurance Commissioner, under date 
of December 3, 1938. 
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I am of the opinion that said contract constitutes a con- 
tract of disability insurance and may only be written by a 
duly licensed insurance company authorized to write dis- 
ability insurance. 

It further violates the principle of a corporation engaging 
in the practice of medicine expressly denounced in the case 
of Pacific Employers Ins. Co. vs. Carpenter, 10 Cal. App. 
(2d) 592. 

The documents submitted with your request are herewith 
returned. 

Very truly yours, 
U. S. WesB, Attorney-General. 


Concerning quarantine order in Los Angeles City. 
STATE OF CALIFORNIA 
DEPARTMENT OF Pustic HEALTH 


SACRAMENTO 
HOWARD Morrow, M. D. 
PRESIDENT 
EDWARD M. PALLETTE, M. D. 
VICE-PRESIDENT 
WALTER M. DickiE, M. D. 
DIRECTOR OF PUBLIC HEALTH 


GrorGE H. Kress, M.D. 
GUSTAVE WILSON, M.D. 

Roy A. Terry, M.D. 
WILLIAM R. P. CLARK, M.D. 
STATE QUARANTINE ORDER FOR Los ANGELES 
City—RasieEs 

An investigation having been made as required in Chap- 
ter 369, Statutes of 1913, of the State of California, and 
rabies having been found to exist among dogs living within 
the City of Los Angeles, the California State Board of 
Public Health, in accordance with the provisions of Chap- 
ter 369, Statutes of 1913, hereby declares a quarantine 
against all dogs on those portions of property within the 
city boundaries of Los Angeles, as shown on map, entitled 
“Map of the City of Los Angeles, California, prepared by 
Lloyd Aldrich, City Engineer,” obtained from the City 
Engineer’s office, March, 1938. 

Quarantine under this Act* means the strict confine- 
ment, upon the private premises of the owners, under re- 
straint by leash or within properly constructed enclosure, 
of all dogs within the above described area. 

It shall be the duty of all peace officers, all deputies of 
the City Health Officer, as well as the City Health Officer, 
to enforce the provisions of this order within the above 
quarantined area. 

The City Health Officer, or other properly constituted 
officials, may make inspection or examination and enter 
upon all private premises for the enforcement of this 
quarantine. 

Any owner, or other person, in possession of any animal 
then being held or maintained in violation of this quaran- 
tine, shall be subject to arrest on the charge of committing 
a misdemeanor. 

W. M. Dicxkr, 
Executive Officer, California State 
Board of Public Health, 

Issued by the State Board of Public Health in regular 

session, March 26, 1938. 


y y y 


(copy ) 
MOopIFICATION OF OrpDER IssuED Marcu 26, 1938, 
DECLARING A QUARANTINE AGAINST ALL Docs WITHIN 
THE BOUNDARIES OF THE City oF Los ANGELES 

Having received from George Parrish, M.D., Health 
Officer of the City of Los Angeles, a request for the modifi- 
cation of the order issued March 26, 1938, declaring a 
quarantine against all dogs within the boundaries of the 
City of Los Angeles, the California State Board of Public 
Health having made an investigation in accordance with 
the provisions of Section 2, Chapter 369, Statutes of 1913, 
hereby modifies the above mentioned quarantine order as 
follows: 

Quarantine shall be defined as the confinement of all 
dogs within the designated area upon the private premises 
of the owners under restraint by leash or within properly 
constructed enclosure, except that persons over the age of 


* California law makes it mandatory upon the State 
Board of Public Health to declare the quarantine in this 
form. It is provided, however, that the State Board of 
Health may modify subsequently, as in its judgment is 
deemed best. 
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fifteen years shall be permitted to take their dogs on the 
public streets and highways when such animals are con- 
trolled by suitable leash not over six feet in length, and 
when so controlled may also take them on the highway in 
automobiles but not in any bus, or other public convey- 
ance; except, that those dogs quarantined as rabies con- 
tacts and confined to their premises or such other place as 
may be designated by the health officer, or his representa- 
tive, shall not be permitted to leave the designated prem- 
ises upon which they are confined. 
W. M. Dicktr, 
Executive Officer, California State 
Board of Public Health. 
Issued by the State Board of Public Health in regular 

session, March 26, 1938. 


Concerning Clinical Notes paper by Dr. Fred Baker 
of San Diego, which appears in this issue on page 356. 


Point Loma, California, 
February 17, 1938. 

To the Editor:—I do not know how good your memory 
of us old codgers out in the sticks may be, but I remember 
you rather intimately when I was a more active youngster, 

I have just passed my eighty-fourth birthday and can- 
not have many years ahead. I have long had in mind 
writing of my personal experiences with iodid of potassium 
during my thirty-odd years of active practice, with notes 
on one case which I have been able to observe for over 
forty years. I do not know how far I may have been pre- 
ceded in my conclusions, as I have not kept up my medical 
reading for a good many years; but I do know that there 
are a good many physicians who still prescribe set doses 
of iodid of potassium, which calls for carefully studied 
dosage in each case. 

It so happens that about thirty years ago I nearly killed 
myself with overdosage with this drug, and have suffered 
ever since from a moderate hyperthyroidism combined with 
a most troublesome tremor and more or less heart disturb- 
ance. I want to report this case, as well as personal obser- 
vations carried on through many years, with some sug- 
gestions that, so far as I know, have never been published. 

A rough draft of the paper covers only four and a quarter 
pages of typewriting, spaced, so it will not take up a great 
deal of space. What I wish to know before working it up 
more carefully is whether you would probably care to pub- 
lish such a paper, if I send it in? Of course, you cannot 
adjudge it properly till you see it, but if such a paper seems 
likely to meet your approval, I will prepare it and send it 
to you within a short time after receiving your answer. 
I am enclosing an addressed postal on which you can send 
only a line, thus saving the time of a very busy man. 


Sincerely and fraternally yours, 


Frep BAKER. 
842 Rosecrans Boulevard. 


7 y y 


Point Loma, California, 
February 27, 1938. 
Dear Doctor Kress: 

Your very kind letter came in this morning and, as I 
had a rough draft of my paper drawn, I sat down this after- 
noon and made the enclosed copy, which you can use if it 
seems worth while. I have not given it a title, but will 
leave that to you. 

I hope you and your readers will pardon the personal 
element. My case seemed of great importance, especially 
if the condition has not been emphasized of late. The re- 
port may save somebody a lot of trouble if the condition 
reported is not well known. It has made me a semi-invalid 
for these thirty or more years, and I came very near dying 
of heart failure during my two months in bed. Today I am 
handicapped badiy by a very shaky hand, especially as | 
am devoting most of my time to conchology and use 2 
microscope a great deal. My heart has settled down into 
a very good heart, which will probably last as long as I do. 

For years I have had this paper in mind, feeling that the 
warning in it should be sounded unless someone else had 
already done it, but I never got to it. Now it is off my 
chest and I feel better. , 

I developed cataract several years ago and had a fine 
operation, giving me normal vision and a strong eye which 
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I work ten or twelve hours a day if needed. I am not strong, 
but have few important weaknesses. Doctor Charlotte* 
was in bed for six years and a half. and I took practically 
all care of her. As it meant night and day work, I was 
badly used up when she left us. She had severe angina and 
my consultants give me credit for prolonging her life for 
several years by being on hand to handle each attack. Two 
or three times she rallied and we started to teach her to 
walk again, but each time she fell back very soon. She was 
cheery to the end, though a great sufferer, and passed 
quietly in her sleep. It has left me a very lonely old man, 
but I keep actively at work to forget. 

You may not know it, but my hobby for nearly fifty years 
has been conchology, and it has brought me much wider 
acquaintance and reputation than ever medicine did. I have 
published about twenty papers on various subjects and have 
been in touch with conchologists practically all over the 
world through exchanging of shells. I have the largest pri- 
vate collection of shells on this coast, I think. If Doctor 
Charlotte could have kept well through the years, I would 
have had a most satisfactory existence. As it is I have 
splendid memories of a most eventful life and a most happy 
one till the last few years, so why worry. Shall be mighty 
glad to see you if ever the opportunity comes. 


Very sincerely yours, 


FrepD BAKER. 
842 Rosecrans Boulevard. 


P. S—Should have added that in my report the retinitis 
case was my son. He is husky and has strong eyes, with 
perfect vision. I have another patient who comes to me 
occasionally, whom I saw first forty-six years ago. Going 
some. 
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By Hart ey F. Peart, Esq. 
San Francisco 


Provisions of the California Insurance Code Relating 
to So-called “Medical and Hospital” Insurance 
and to Hospital Service Plans 


The Insurance Code adopted by the Legislature in 1935 
is a codification of the California statutes relating to the 
business of insurance. Except for those sections of the 
California Constitution which concern insurance, all of the 
laws governing insurance in this State are now to be found 
in the Insurance Code. 

The Insurance Code divides all insurance into twenty 
classes of which the most familiar are life, fire, surety, dis- 
ability, liability, workmen’s compensation and automobile. 
All types of insurance done in this State must fall within 
one of the twenty enumerated classes. For example, “mal- 
practice” insurance falls within the class known as “lia- 
bility” insurance. “Health and accident” insurance is within 
the class termed “disability” insurance. So-called “medical 
and hospital” insurance, which is full or partial idnemnifi- 
cation for payments made by the insured to his own physi- 
cian for medical care or for payments made for hospital 
facilities, likewise falls within the disability insurance 
classification. Hence, this discussion will be limited to a 
brief consideration of those provisions of the Insurance 
Code which govern the conduct of the business of disability 
Insurance. 

Part II of Division 2 of the Insurance Code is entitled 
“Life and Disability Insurance” and consists of thirteen 
chapters, each dealing with some phase of life insurance or 
disability insurance or both. Chapter 1 of Division 2, Part 
Il, contains certain requirements with respect to life and 
disability insurance contracts. Chapter 2 relates solely to 
group life insurance. Chapter 3 governs burial contracts ; 
Chapter 4 contains the various statutory requirements, 
known as “standard provisions,” which must be contained 
in all disability insurance policies. 

_* Editor’s Note.—See obituary of Dr. Charlotte Johnson 
ao ne AND WESTERN MEDICINE, March, 1938, 

’ Editor's Note.—This department of CALIFORNIA AND 
WESTERN MEDICINE, containing copy submitted by Hartley 
F. Peart, Esq., will contain excerpts from and syllabi of 


recent decisions and analyses of legal points and procedures 
of ite ‘est to the profession. 
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One section contained in Chapter 4 requires that all dis- 
ability insurance policies must be approved as to form by 
the Insurance Commissioner prior to issuance or delivery 
to any person. Other sections require that disability insur- 
ance policies must express on their face the entire considera- 
tion therefor, the times at which the insurance takes effect 
and terminates, the number of persons insured, and must 
not contain exceptions printed in smaller type than the 
benefits to which they apply. Chapter 4 also contains com- 
pulsory standard provisions for disability policies which are 
deemed to be incorporated in the insurance contract whether 
or not they appear therein. Optional standard provisions 
are also set forth which may or may not be included by the 
insurer. 

Chapter 5 contains general regulations governing life 
insurance only, and Chapter 6 provides for incorporated 
life insurers issuing policies on a reserve basis. 

Chapter 7 governs mutual life and disability insurers. 
Under this chapter a corporation having a capital stock of 
not less than $200,000 fully paid in and a guaranty fund of 
not less than $250,000 may qualify as a mutual life and dis- 
ability insurer and issue life insurance contracts or various 
forms of disability insurance policies. This would include, 
of course, contracts indemnifying against loss for the cost 
of medical care or hospital services. 

Chapter 8 governs life insurance upon the mutual benefit 
assessment plan and contains a provision forbidding the 
entrance of new associations into this field after January 1, 
1936. Mutual benefit assessment associations flourished 
some years ago, but experience proved that the tendency 
of these associations was to dwindle in membership as mem- 
bers died and thus to penalize those who lived the longest 
and paid the greatest number of assessments. The Legisla- 
ture evidently felt that it was a type of insurance which 
should not be continued. 

Chapter 9 is entitled “Mutual Life and Disability Insur- 
ance on the Stipulated Premium Plan, with Provision for 
Assessments.” Briefly, this means that a corporation may 
engage in the business of issuing life and disability insur- 
ance policies which combine two different insurance con- 
cepts: one, the collection of necessary reserves by means of 
periodic premiums in a stipulated amount, and the other, 
the accumulation of necessary funds by means of assessment 
of policyholders as the need arises. A corporation engaging 
in life and disability insurance under Chapter 9 must pro- 
vide in its insurance policies for periodic premiums payable 
monthly, and, in addition, must provide for the payment by 
policyholders of additional premiums or assessments “to 
the extent needed to pay for their share of claims and ex- 
penses and to maintain the tabular reserves required .. .” 
(Insurance Code, Sec. 10875.) 

In other words, insurance policies issued by insurers 
doing business under Chapter 9 provide for the collection of 
additional sums from policyholders in the event that pre- 
miums collected and the reserves of the insurer are insuffi- 
cient to meet claims and expenses without impairment of 
the minimum reserves required by the Insurance Code. 

An insurer organized under Chapter 9 may not issue any 
policy or certificate until at least one thousand persons have 
subscribed in writing an agreement for each to be insured 
therein for a death benefit of not less than $1,000 if life 
insurance, or for a disability benefit of not less than $5 a 
week if disability insurance, and until each subscriber has 
paid one premium or assessment of not less than $5 and 
the insurer has deposited $25,000 with the Insurance Com- 
missioner (Insurance Code, Sec. 10830.) Thus, it may 
readily be seen that the reserves required of a Chapter 9 
insurer are much less than those required of mutual life 
and disability insurers. 

Chapter 9 also contains a provision under which any 
insurance company, doing business as a Chapter 9 life and 
disability insurer, may elect to operate as a “mutual legal 
reserve insurer.” In order to take advantage of this provi- 
sion, such an insurance company must have a minimum 
paid-in capital of at least $200,000 to issue life insurance 
policies and an additional $50,000 to issue disability insur- 
ance policies. A Chapter 9 insurance company, by securing 
a paid-in capital of at least $250,000 and converting itself 
into a mutual legal reserve insurer, may thereby eliminate 
the assessment provisions of its policies. The Legislature 
has evidently felt that if an insurance company is to do life 
and disability insurance business with only a reserve of 
$25,000, it must have access to additional funds in cases of 
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emergency by means of assessments levied upon policy- 
holders, but that if a minimum of $250,000 in paid-in capital 
is held by an insurance company, it is not necessary to re- 
quire of policyholders that they be subject to assessment. 


Chapter 10 deals with fraternal benefit societies, and 
Chapter 10 (a) governs firemen’s, policemen’s, or peace 
officers’ benefit and relief associations. Chapter 11 contains 
provisions authorizing a change by assessment plan in- 
surers to reserve plan insurers. A minimum paid-in capital 
of $200,000 is required. 

Chapter 11 (a), which was adopted in 1937, is entitled 
“Nonprofit Hospital Service Plans.” Under this chapter 
nonprofit corporations may issue policies of insurance 
whereby policyholders are entitled, in the event of illness 
or accident, to “hospital services.” Hospital services are 
defined as including any or all of the following services: 
Maintenance and care in hospital, nursing care, drugs, medi- 
cines, physiotherapy, transportation, material appliances 
and their upkeep. (Insurance Code, Sec. 11493.) 


Before a nonprofit corporation may qualify under Chap- 
ter 11 (a), it must secure a certificate of approval from 
the State Department of Public Health and, in addition, 
must secure a certificate of authority from the Insurance 
Commissioner. The chapter contains provisions with re- 
spect to minimum reserve funds and requires that all hospi- 
tal service insurance contracts must comply as to form 
with certain enumerated requirements. One of these is that 
such contracts for hospital service must contain in black- 
faced type not less than ten point the following: 


“Nothing in this contract contained shall in any way or 
manner restrict or interfere with the right of the subscriber 
to select the contracting hospital or to make a free choice of 
his attending physician, who shall be the holder of a valid 
and unrevoked physicians and surgeons’ certificate and 
who is a member of, or acceptable to, the attending staff 
and board of directors of the hospital, in which said hospital 
services are to be provided and rendered.” (Insurance 
Code, Sec. 11512.) 

Chapter 12 governs grants and annuities societies. Chap- 
ter 13 relates to voluntary mutualization of incorporated 
life, and life and disability insurers having a capital stock 
and issuing non-assessable policies on a reserve basis. In 
order that an insurance company may take advantage of 
the provisions of Chapter 13, it must have a minimum 
paid-in capital of at least $200,000 for life insurance and 
$50,000 for disability insurance. If it intends to issue both 
life and disability policies (it cannot issue disability policies 
alone), it must have a minimum paid-in capital of $250,000. 


SPECIAL ARTICLES 


CONGRESSMAN SCOTT AND THE 
A. M. A. RESOLUTION* 


The Bulletin of the San Diego County Medical Society, 
in its issue of April 15, 1938, printed the following : 

The Washington, D. C., newspaper Labor, under date of 
April 5, 1938, offered “‘Probe of ‘Doctors’ Trust’ Urged as 
Health Safeguard” as a special tid-bit to its readers. 

The Bulletin voices but two remarks: (1) Please note 
that San Diego is on the map—for better or worse. (2) 
That California “Demos” Scott and Voorhis led the attack. 
Here it is verbatim! 
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Congressman Scott Declares ‘“‘Odious Monopoly” Is 
Striking at Codperatives Over Bodies of Suffering Mem- 
bers; Persecution Nation-Wide; Likened to Racketeering. 

Forty workers suffering severe illnesses requiring opera- 
tions are denied treatment in Washington hospitals be- 
cause they are members of the Group Health Association, 
a codperative organization maintained by government em- 
ployees. 

The hospitals are willing to make facilities available, but 
are restrained by fear of a boycott by the Washington 
Medical Society. 

These disclosures were made in the House this week by 
Congressman Byron N. Scott (Democrat, California) in an 
appeal for adoption of his resolution calling for a congres- 
sional investigation of the ‘‘Doctors’ Trust.” Scott's de- 


* See also editorial comment in this issue, on page 306. 
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mand was seconded by Congressman Jerry Voorhis (Demo- 
crat, California). 

Unless Congress exposes and scotches “this odious mo- 
nopoly,” Scott declared, sufferers who can be saved by 
quick surgical attention may go to their graves, martyrs 
to “inhuman greed.” 

The California lawmaker declared that several persons 
whose lives were hanging by a thread were refused ad- 
mission to hospitals until the Health Association met the 
exorbitant demands of physicians who are members of the 
Medical Society. 

Because of its low membership fees the coéperative, its 
officials declare, cannot meet the physicians’ charges with- 
out going “broke.” That is the object of the campaign 
against the association, the officials charged. 


Scott told Congress that, if an investigation is ordered, 
witnesses will come from all sections of the country with 
evidence showing that the tactics being employed in Wash- 
ington are part of a nation-wide crusade by the “ Doctors’ 
Trust” against efforts of workers to help themselves. 

“Has it come to this,’”’ Scott demanded, ‘“‘that workers 
are unable to join together in the employment of a group 
of doctors without experiencing severe limitations in the 
use of hospital facilities and without incurring the ruthless 
opposition of doctors who control the medical society?” 


It is “high time,” Scott emphasized, that members of 
Congress air “the high-handed attitude of the combine” 
and let the people understand that “selfish physicians have 
taken the position they have a vested interest in the suffer- 
ings of the people.”” He added: 


“Is it possible that the public, which supports both doc- 
tors and hospitals, have no voice in establishing justice and 
fair dealing? 

“Are government and other workers to be subjected to 
autocratic, domineering, inhuman discrimination becaus 
they desire to enjoy the benefits of a codperative associ- 
ation through which they can obtain medical attention? 

“It is an amazing spectacle, in the year 1938, to witness 
the efforts of a group of physicians here in Washington 
and in other cities of the United States who are deter- 
mined to check the course of progress toward a 
humane, comprehensive and efficient service in 
with sickness and the prevention of disease.” 


What doctors are doing in Washington they have also 
attempted in scores of other communities, Scott said. 
He insisted the fight on coéperatives is directed by the 
American Medical Association, which in turn is domi- 
nated by Dr. Morris Fishbein, a bitter foe of every move- 
ment to secure medical service for that half of the popu- 
lation which is now going without attention because it is 
unable to pay doctors’ bills. 

These specific instances of intimidation and 
were cited by the California Congressman: 

In St. Louis a group of doctors who have been giving 
fine service to the Wage Earners’ Health Association 
have been notified they will be ousted from the medical 
society. Here the fight has gone so far that the staff of 
the Missouri Pacific Railroad Hospital is under attack. 

In Milwaukee, outstanding physicians 
operative have been blacklisted by the 
being ousted from the medical society. 

Plans of union labor at Akron, Ohio, to form a 
health codperative are being held up by 
cotting. 
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In San Diego, California, doctors who have served a co- 
operative for five years were suddenly confronted with 
charges of ‘‘unprofessional conduct” and threatened with 
ouster from the health society. 

The Voluntary Health Association of San Francisco, 
which by city charter provides medical and hospital servy- 
ice for nine thousand municipal workers and their de- 
pendents, finds it impossible to get into operation bec:iust 
the medical society has notified the organization committe 
it would oust any doctor it might employ. 

Physicians at Little Rock, Arkansas, who have been 
engaged in group health work, have resigned from th 
medical society rather than be kicked out. 

Scott recalled that several Washington physicians wel" 
subjected to “such bitter abuse and persecution” that they 
resigned from the coédperative. Doctors who decided t 
stand by the codperative have been ousted from th 
cal society, denied admission to hospitals and are bens 
badgered in other ways. 

The situation is not only a national scandal, but it 
fraught with the gravest danger to the health and lives 
of millions of people, Scott contended. A full disclosw' 
he predicted, would show that many physicians /ave 
turned their noble profession into a sorm of “racketeering 
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LOS ANGELES COUNTY HOSPITAL* 
(Continued) 

CALIFORNIA AND WESTERN MEDICINE, in its issues of 
February (see pages 73 and 97), March (see pages 156 and 
216), and April (see pages 234 and 297), printed articles 
in which attention was called to certain procedures in 
yogue in the Los Angeles County General Hospital, as 
regards admission of patients, billing of indigent patients, 
follow-up methods in attempting to collect from indigents 
and near indigents, legal phases and other matters. For 
the information of those who have been interested in the 
important principles involved, some press clippings, in 
which later developments are outlined, are printed below. 
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Hospital Probe To Call New Witnesses 


Following new attacks by Dr. George H. Kress, Presi- 
dent of the Los Angeles County Medical Association, 
against the system of charging patients at the General 
Hospital, the County Grand Jury today was planning to 
call additional witnesses in an investigation of the situa- 
tion. 

Doctor Kress, a member of the staff of the hospital, 
placed his charges before the jury and in an informal dis- 
cussion with the jurors asserted that in some cases the 
hospital charges patients higher fees than the average 
physician would demand. 

He said he believed the hospital should not care for non- 
indigent patients and that indigents should not be billed 
for treatment they receive. The medical care given at the 
hospital, he pointed out, is absolutely free, being donated 
by 508 physicians and surgeons who give their time and 
skill so that indigents may not suffer. 

In a recent magazine article Doctor Kress cited a case 
where he said a charity patient at the General Hospital 
was billed for a $136 operating room fee which, at an ex- 
clusive Hollywood hospital would have cost but $12.50. He 
also declared that the county maintains a collecting bureau 
which spends more than $100,000 annually sending bills to 
former General Hospital patients totaling more than $4,- 
000,000, of which only about $300,000 is collected. 

It was expected that Rex Thomson, County Superinten- 
dent of Charities, would be among the witnesses called by 
the jury to give the county’s side of the matter. Following 
publication of Doctor Kress’s magazine article Thomson 
declared that under State law the county is compelled to 
collect the amount of actual cost of service from patients 
able to pay.—Los Angeles Evening Herald Express, April 7. 

a a 
Cites County Loss in General Hospital Plan of Billing 
Indigents 

Billing indigent County Hospital patients is unprofitable 
as well as unethical, Dr. George H. Kress had informed the 
County Grand Jury today. 

A member of the General Hospital medical staff as well 
as President of the Los Angeles County Medical Associa- 
tion, Doctor Kress was closeted with the jury for more 
than an hour, making and supporting charges which are 
expected to lead to an audit of hospital records. 

It costs $109,000 a year to bill patients who have received 
treatment at the hospital, Doctor Kress said, and although 
$4,000,000 worth of bills were sent out last year, only $300,- 
000 was collected. 

Much of this, he added, was from persons unable to 
afford the high fees charged—fees which, he declared, are 
often greater than in private hospitals. 

“I know of one case where a patient was billed $136 for 
operating room service which would have cost only $12.50 
in the most expensive private hospital in Los Angeles.” 

Doctor Kress pointed out that the hospital was actually 
accepting free services from physicians and then attempt- 
ing to sell them to indigent patients. 

“General Hospital is staffed by 508 of the county’s best 
medical men,”’ he said. ‘‘They volunteer their services to 
care for indigents—services worth $2,000,000 a year—and 
neither ask nor receive fees, but the hospital charges for 
the work they do.”’ 

The Medical Association president suggested that hospi- 
tal services be confined to those who are indigents or near 
indigents and that services for indigents should be free, for 
near indigents at nominal rates. 

A test case in Kern County, upheld by the Appellate 
Court in 1936, held the billing of indigents for county hos- 
pital services clearly illegal, Doctor Kress concluded. 

The jurors, although announcing no decision, indi- 
cated they would question Superintendent of Charities 
Rex Thomson on the matters touched by Doctor Kress and 
then probably order an audit of hospital books.—Los An- 
geles Evening News, April 7. 


*Concerning Los Angeles County Hospital topics here 
discussed, see CALIFORNIA AND WESTERN MEDICINE: issues 
of Fe bruary, 1938, on pages 73 and 97; March, on pages 156 
and 216; and April, on pages 234 and 297. 
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Hospital Fees Protest Aired 
Doctor Kress Tells Grand Jury of Asserted 
Eacessive Charges 
Cumulative protests against charges assessed against 
patients at General Hospital were placed before the Grand 
Jury yesterday by Dr. George H. Kress, a member of the 

county institution’s medical staff. 

In an informal discussion with the jury as a whole, Doc- 
tor Kress declared that in some instances higher fees were 
assessed than the average physician charges. 





Services Donated 

**Moreover, these people receiving treatment at the hos- 
pital are supposed to be indigents—supposedly unable to 
pay even a fraction of regular costs,’’ Doctor Kress said. 

The physician then explained that there are 508 doctors 
who volunteer their services to care for the indigents and 
that the hospital is charging for duties these doctors per- 
form, but for which they do not ask nor receive a fee. 


May Order Audit 
Of approximately $4,000,000 in bills sent out for hospital 
charges each year, about $300,000 is collected, Doctor Kress 
said. Cost of collecting the bills from indigents and emer- 
gency cases runs more than $100,000 annually, he said. 
The jury indicated that an audit of hospital records may 
be ordered.—Los Angeles Times, April 7. 


7 oA 7 


California 


(Comments in Journal of the American Medical Associa- 
tion, March 19, 1938) 


Admission and Collection System Attacked in Charges of 
County Hospital Graft.—A Grand Jury investigation of 
the system of admission and collections at the Los Angeles 
County General Hospital is suggested in an article by Dr. 
George H. Kress, published in the February issue of CALI- 
FORNIA AND WESTERN MEDICINE. Doctor Kress takes ex- 
ception to the practice of billing all indigents for hospi- 
talization charges. In addition he terms the amounts 
charged ‘‘stupid and outrageous.’’ He charges that since 
July 1, 1937, when a new system of admission and collec- 
tions was introduced at the hospital, the administration 
has overstepped its bounds in billing all indigents. Prior 
to July 1, billing was restricted to those hospital patients 
for whom bills were recommended by the hospital social 
service department. In answer to an inquiry from Doctor 
Kress the superintendent of charities stated: “It was felt 
that it would be more equitable to bill all patients and then 
arrange payments in accordance with financial ability, 
rather than bill only a restricted group selected on the 
basis of immediate financial ability.’’ Charges were made 
to conform, so far as possible, to the actual cost to the 
county of providing care, it was said. Under the new sys- 
tem, the client is made aware of his obligation even 
though there is no immediate prospect of payment. Doctor 
Kress criticizes this practice and asks the purpose of an 
elaborate system of bookkeeping to carry accounts which 
are known in advance to be of no value, in view of the 
fact that indigent or near indigent are classified as ‘‘free’’ 
patients. In some instances efforts have been made to 
force patients to give liens on insurance and property they 


may have in the future; many patients have been ‘‘bom- 
barded”’ with bills, the letters being almost mandatory in 
their request for payment, the article asserts. The depart- 


ment of charities, replying to Doctor Kress, denied that the 
Kern County Hospital Appellate Court opinion, rendered in 
January, 1936, which declared that county hospitals may 
hospitalize and care only for indigent or near 
persons, was used as a basis for claiming reimbursement 
from a county client. The opinion was considered, how- 
ever, When the board of supervisors adopted a new schedule 
of charges for hospital care, based on a cost accounting 
system, to supersede the old flat rate of $4 per day. In his 
analysis of the system at the hospital, Doctor Kress uses 
the total of 56,774 in-patients who received care in the 
fiscal year 1936-1937. For this group the average number 
of patient days was 14.7. There are 508 physicians, sur- 
geons and specialists who give their services gratuitously 
to the institution, the value of which to the group of 56,774 
was estimated to be $2,000,000. In contrast, Doctor Kress 
compares the fund of $2,865,654 collected by the Community 
Chest from 1,000,000 persons in Los Angeles. For the 
period 1936-1937 the county received $306,974.02 on accounts 
for the Los Angeles County Hospital, indicating that the 
institution received payment from patients while the 
tire group of professional persons providing the care re- 
ceived not one cent. From July 1 to November 1, 1937, 
bills amounting to $1,169,921.87 were prepared by the 
hospital business office; on this basis the total amount of 
bills sent out for hospitalization to cover the entire year 
would be $3,509,765.61. About 90 per cent of the statements 
appear to be ‘‘bureaucratic bookkeeping,” 
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declares, pointing out that maintenance of the bureau that 
sends out these notices cost $109,383.09, or 18.7 cents on 
the dollar collected. 
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Los Angeles Woman Cleared of Relief Perjury Charge 


Tragedy in the form of a broken leg, a major operation, 
lack of employment, a reportedly broken home and finally 
arrest, was followed today by a ray of sunshine in the life 
of Mrs. Blanche Baker, a wheel-chair cripple, when Mu- 
nicipal Judge Newcomb Condee freed her after a prelim- 
inary hearing on a charge of perjury. 

The woman, who was wheeled into court by her attrac- 
tive daughter, Joan, twenty, was charged with making an 
affidavit that she was destitute and without means of sup- 
port when she applied at the General Hospital last month 
for a major operation whereas the hospital authorities 
contended her husband, Albert, was earning $150 a month 
as a lumber worker and was qualified to support her and 
pay the bill. 

“The hospital could do better than to quibble over a case 
of this kind where the woman had a broken leg, was ill 
and destitute,”’’ Judge Condee commented as he discharged 
the complaint. 

The husband testified he had been separated from Mrs. 
Baker for years, did not support her, and that he admitted 
her into his home ot 1018% South Vancouver Street after 
the operation because the daughter, Joan, had brought 
her there. 

Deputy District Attorney John Galliano said he did not 
concur in Judge Condee’s freeing the woman whereupon 
the jurist offered to wager $5 with him that no judge or 
jury would convict her. 

About one hundred persons in the courtroom applauded 
when Mrs. Baker was told to go home. — Los Angeles 
Herald-Express, April 11. 
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Mother in Wheelchair Free in Chiseling Case 


“T think it contrary to public policy to quibble over an 
affidavit made by a woman flat on her back in a hospital 
and under the influence of sedatives.”’ 

That statement from Municipal Judge Newcomb Condee 
brought cheers and applause from a crowded courtroom 
when he refused to hold for Superior Court trial Mrs. 
Blanche Baker, forty-four, brought into court in a wheel- 
chair to be tried as a ‘“‘charity chiseler.”’ 

Arrested and charged with technical perjury the day 
after she was discharged from General Hospital, Mrs. 
Baker was accompanied to court today by her twenty year 
old daughter, Joan Baker. 

After calling witnesses to prove the technical charge 
that Mrs. Baker claimed, while ill in the hospital, that she 
had no one to support her, when, in truth, her estranged 
husband had a $150 a month job, Judge Condee dismissed 
the case. 

Judge Condee expressed sharp disapproval of the prac- 
tice of harassing and worrying sick persons in General 
Hospital by forcing them to answer questions and sign 
affidavits when hardly out of the operating room. 

Albert Baker testified he had been estranged from his 
wife and did not support her but did support his daughter. 

Mrs. Lee Phifer, 3053 Whittier Boulevard, testified Mrs. 
Baker came to her on March 5 ill and without funds and 
she had taken her in. Three days later, she said, Mrs. 
Baker collapsed with a hemorrhage and the landlady sent 
her to General Hospital despite Mrs. Baker’s desire to go 
to a private hospital — Los Angeles Evening News, 
March 11. 


PRESS CLIPPINGS: ON MATTERS MEDICAL 


Having Relationship to Scientific and Organized 
Medicine 
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Private Practice Brings Progress in United States 
Medicine 

Chicago.—(By Science Service).—The United States has 
made greater progress in providing medical care for its 
people under the present system than any country that has 
abandoned that system and the nation should, therefore, 
hesitate to adopt any system that would give less progress 
toward good health. 

That is the American Medical Association’s answer to 
the report of Miss Josephine Roche, head of the Interde- 
partmental Committee to Coérdinate Health and Welfare 
Activities of the United States Government. The report 
was just presented recently to the President. The Ameri- 
ean Medical Association has commented on it editorially 
in the Journal. 

Miss Roche's report, in the opinion of the medical asso- 
ciation’s editor, says in effect that the answer ‘‘to the 
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problem of medical care is sickness insurance and federa] 
or other subsidy or both.” 

Failure of the authors of the report to mention the posi- 
tive side of present American accomplishments in the field 
of medicine and health “gives their report a dismal tone 
beyond what the situation warrants,’’ the medical asso- 
ciation’s editor comments. He adds: 


“Our progress up to now, which is greater than that in 
any country that has abandoned our system in behalf of 
some socialized system of medical care, should cause 
hesitation in rejecting the pattern of progress that has 
brought such results, in favor of patterns that have been 
tried elsewhere with far less success.” 
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Rockefeller Gifts Policy Liberalized 
Rockefeller Groups Give Wider Scope for Use of Funds 
New York, March 20.—(AP)—The Rockefeller Founda- 
tion and the General Education Board today announced 
adoption of a liberalizing policy to permit recipients of 
gifts to endowment funds to have wide discretion in their 
uses. 

At the same time the foundation, created by the late 
John D. Rockefeller, disclosed its appropriations and au- 
thorizations in 1937 totaled roughly $5,000,000. 


Look to Future 

“These liberalizing provisions,” said a preliminary re- 
port, written by Raymond B. Fosdick, president of the 
Foundation, “represent an attempt to free the future from 
frozen funds and ‘tired’ endowments, in the belief that 
the wisdom of this generation cannot be substituted for 
the wisdom of the next in the solution of problems hidden 
from our eyes. 

“The endowments affected by these provisions amount 
to $51,000,000 given to date by the Rockefeller Foundation, 
and $148,000,000 given by the General Education Board.” 


Gifts Total 


Rockefeller, who died in his ninety-eighth year on May 
23, 1937, gave away about $530,000,000 before his death. He 
gave a total of $446,000,000 to establish four funds: The 
Rockefeller Institute for Medical Research, the General 
Education Board, the Rockefeller Foundation, and the 
Laura Spellman Rockefeller Memorial. In addition he had 
made individual contributions of about $84,000,000 for edu- 
cational, religious, and charitable purposes. 


“Specifically,”” the announcement said, ‘under a reso- 
lution passed by both boards in 1937, notification is sent 
to each recipient that it is the desire of the boards that 
the gift, ‘whether the income only is spent or the principal 
as well, shall always be regarded as available for use in 
the broadest way so as best to promote the general pur- 
pose for which it was made.’ 


Provisions Outlined 

“The notification contains the provisions outlined in 
general terms in the three succeeding paragraphs: 

“1. Ten years after the date of the gift, the income from 
it may be used in whole or in part for some purpose other 
than that for which the gift was made, such purpose to be 
as reasonably related to the original purpose as may be 
found practicable at the time, having regard to intervening 
changing conditions. 

“2. Beginning five years after the date of the gift 5 per 
cent of the principal of the fund may be used each year 
for any purpose for which income may then be used. 

“3. After the expiration of twenty-five years, any part or 
the whole of the principal may be used for some other 
purpose, the new purpose—as in point one—to be as rea- 
sonably related to the original purpose as may be found 
practicable at the time, having regard to intervening 
changing conditions.”’ 

Money Spent 

Since the founding of the four funds by Rockefeller, the 
announcement goes on, a total of $645,000,000 has been 
spent in eighty-eight different countries. 

Explaining the liberalizing move, the announcement siys 
Rockefeller himself ‘‘trusted the future.” 

“He did not think that benevolence and wisdom were 
confined to his generation. He was not under the illusion 
that what seems important today will necessarily be im- 
portant tomorrow.’’—Los Angeles Times, March 21. 
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General Tax for Medical Care Urged 
Federal Subsidy for Schools, Hospitals, and Laboratories 
Also Sought by United States Society 
New York, April 4.—(AP)—General taxation to help 1 
for medical care and Government subsidy for medic? 
schools, hospitals, and laboratories that ‘“‘produce”’ medical 
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discoveries, were advocated today before the American 
College of Physicians, one of America’s powerful medical 
societies. 

An ideal was declared at issue, for which it was said 
only Government aid might suffice. This ideal is giving 
“the highest quality’’ of medical service, rather than 
merely “adequate”’ care. 

The proposals were made by John P. Peters, M.D., of 
Yale University, secretary of the famous ‘‘Committee of 
420° doetors which last November upset precedent with a 
declaration in “the lay press” that health is a direct con- 
cern of Government. 


Health Problems 


A breach which this threatened with the American Medi- 
cal Association was reported healed last month when the 
association announced it would investigate all aspects of 
medical care. 

Doctor Peters made a distinction between practice of 
medicine and its ‘‘production.’’ Practicing doctors, he 
maintained, no longer produce much medicine. That is 
done mostly by “educational and research institutes and 
hospitals.”’ 

But he said practicing physicians offer solutions for 
health problems that overlook the production side. Mean- 
while the medically productive institutions are reduced 
more and more to philanthropy for their funds. 

“It is,’ said Doctor Peters, ‘‘in their complete neglect of 
the productive aspects of medicine that such measures as 
health insurance and ordinary coédperative organizations 
fail to meet the situation.” 

He declared that “governmental subsidy” is the only 
sound alternative yet discovered for this situation.—Los 
Angeles Examiner, April 7. 
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California Ranks Second in New Deal Cash 
Report Shows How $32,000,000,000 Was Distributed in 
Recovery Drive in Nation 
Washington, April 16.—(Exclusive)—A new report on 
the way nearly $32,000,000,000 worth of Federal cash and 
credit was distributed in less than five years in the New 
Deal effort to restore prosperity showed today that seven 
states have received more than one-third of the benefits 
from President Roosevelt’s relief and recovery program. 
The detailed accounting shows California standing second 
in the list of beneficiaries of New Deal outlays... . 


California Benefits 

Primarily because of the amounts borrowed from mis- 
cellaneous Federal agencies under different relief pro- 
grams, California has received more money and credit 
from the Federal government than any other state except 
New York. Other states getting benefits in excess of $1,- 
000,000,000 each are Illinois, Michigan, Ohio, Pennsylvania, 
and Texas. 

From the time President Roosevelt entered the White 
House until the end of 1937, California received—in loans 
and grants to individuals, cities, counties, other political 
bodies and the State government—$1,884,759,607. In con- 
trast, benefits to New York aggregated $3,008,440,820. 


Not All Profit 


While California stands next to the top among the chief 
beneficiaries, the State’s share of the New Deal outlays 
is by no means all profit. California is expected to pay 
back more than any other state except New York. Also, 
the total includes $237,716,337 worth of Federal Housing 
Administration insurance on bank, insurance company, 
building and loan association, and other institutional ad- 
vances to citizens. 

From the standpoint of direct cash grants and expendi- 
tures, California ranks fourth, with New York, Pennsyl- 
vania, and Illinois receiving more outright benefits from 
the Federal Treasury. 


Types of Aid 
Total Federal expenditures credited to California, includ- 
ing eleven different major types of aid, are $866,266,057, 
against New York's $1,665,434,364. 
This sum is broken down as follows: 


Agricultural Adjustment Administration crop-curtail- 
ment and soil conservation payments, $26,816,242; Farm 
Security Administration grants, $807,471; Civil Works Ad- 
ministration grants, $38,752,560; Federal Emergency Relief 
Administration grants, $163,934,678; Civilian Conservation 
Corps expenses, $125,960,159; Bureau of Public Roads ad- 
vances, $55,960,159; Social Security benefits, $32,178,990; 
Public Works Administration grants, $113,523,478; Works 
Progress Administration grants, $215,160,989; Reclamation 
Service expenses, $43,505,940; public buildings, $1,950,668 ; 
miscellaneous, $47,687,841. 
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Loan Figures 
California has borrowed $780,777,213, the second largest 
amount of any state. 
This is broken down as follows: 


From the Reconstruction Finance Corporation, $387,409,- 
766; Farm Credit Administration, $218,912,140; Commodity 
Credit Corporation, $1,831,161; Farm Security Administra- 
tion, $4,030,354; Home Owners’ Loan Corporation, $136,- 
706,750; Public Works Administration, $23,547,115; Rural 
Electrification Administration, $1,483,000; Disaster Loan 
Corporation, $6,300; Federal Reserve Board, $6,850,627. 

Besides lending this sum, the Federal government has 
underwritten $237,716,337 worth of loans made under the 
Federal housing program. Showing California has played 
a leading part in this effort to stimulate recovery, the re- 
port disclosed residents of the State have borrowed $78,- 
059,815 for repairs and modernization of property and 
$159,656,522 to finance purchase of homes.—Los Angeles 
Times, April 17. 
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Cancer Death Slash Seen 
Doctors Expect Reduction of Half 
New York, March 25.—(AP)—Fifty per cent of the loss of 
life from cancer, second largest cause of American deaths, 
can be stopped with present medical treatments, the 
American Society for the Control of Cancer was told to- 
night. 


The cut in half was predicted by Ellis Fischel, M.D., 
Chairman of the Missouri Cancer Commission. Further- 
more, he said, Missouri is now going to show the world 
that this can be done. The annual deaths are 150,000 in 
the United States. 


Backing for Doctor Fischel’s record-breaking forecast 
came from United States Surgeon General Thomas Parran, 
M.D., speaking to the society by radio from Washington. 

The best treatment now available, if used, he said, could 
save 25,000 lives annually. The potential number that 
could be saved, he added, would be greatly increased if 
diagnosis could be made earlier than at present 

The meeting was the twenty-fifth anniversary of the 
American Society for the Control of Cancer. It laid the 
blame for much of the loss of life in cancer to fear, ignor- 
ance, and public apathy. Cancer as a death cause is second 
only to heart disease, which takes more than 300,000 lives 
a year. 

Doctor Fischel said that all over the United States can- 
cer kills twice as many as tuberculosis. Nevertheless, 
only seven states ‘‘have taken on themselves any real re- 
sponsibility.” Other states care for feeble-minded, blind 
and tuberculous, he explained, but not cancer. 

Missouri, one of the seven, he said, has sponsored lay 
cancer education, medical training to recognize cancer, and 
facilities for diagnosis and treatment. 

If, he declared, the agencies fighting cancer fully under- 
stand these measures, work harmoniously and ‘“‘use the 
knowledge we now possess, we can confidently expect a 
50 per cent decrease in the annual death rate from cancer.”’ 

James Ewing, M.D., one of the half dozen foremost can- 
cer authorities, proposed seven steps to fight cancer: 

1.—Periodical examination. 

2.—End of the misconception that cancer is a single 
disease. 

3.—Quiet, scientific rather than emotional study of 
cancer. 

4.—Emphasis that speed of cure differs in various stages. 

5.—New ways of approaching the non-reading masses. 

6.—More emphasis on prevention. 

7.—A readable cancer book for laymen. 

A new move to combat cancer, Known as the Cured 
Cancer Club, was recognized at the celebration. Its presi- 
dent, Dr. Anna C. Palmer, who was cured of cancer eigh- 
teen years ago, said the club members are 
have been cured for five or more years. 

Their object is to convince the public that fear of cancer 
is exaggerated, but that vigilance is essential.—San Fran- 
cisco Examiner, March 26. 





persons who 


CALIFORNIA’S CHILDREN LARGER 
AND TALLER 


In the late fifties, Dr. Henry Gibbons, a pioneer physician 
and first president of the California State Board of Health, 
stated in a medical journal that babies born in his practice 
in California were much heavier and longer than those de- 
livered by him when practicing medicine in eastern states. 

In 1918, Children’s Year, medical examinations of chil- 
dren were made by physicians throughout the country and 
their findings assembled by the Children’s Bureau of Wash- 
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ington. Weighing and measuring were done carefully and 
records from all of the states were analyzed by Dr. Robert 
Woodbury of the Children’s Bureau. He found that Cali- 
fornia infants were taller and heavier than those of other 
states. 


A new study covering children of school age in California 
has been undertaken by Dr. Orren Lloyd-Jones in Los 
Angeles. He has found that California school children 
exceed in stature and weight any available published record 
of comparable groups elsewhere. His report, published in 
the bulletin of the Los Angeles Department of Physical 
Education, reads as follows: 


“Many persons who have worked with school children 
have long believed that the children of California were 
bigger than those who lived in other parts of the country. 


“The question is, do California living conditions stimu- 
late body growth in children to a greater extent than do 
living conditions in eastern and middle western states? 
Doctor Lokrantz decided to bring forth evidence that would 
bear on the matter. Through the agency of the WPA, a 
massive amount of data has been collected and studied 
statistically. 

“Merely to measure all California school children of a 
given age and compare them with a comparable group of 
the East would obscure in a measure any specific California 
influence. This is because children now in California 
schools have in large part come here from the East and 
have been subjected to the out-of-door life and perpetual 
sunshine of the environment for varying periods. One way 
to make a critical study would be to measure California 
native-born children alone, and to compare their average 
heights, age for age, with the heights of school children 
as recorded in other cities. Strange to say, there are avail- 
able but very few published records comprising data of this 
kind with which we can compare the native-born California 
children. That is one reason why the whole subject has 
remained so long in the discussion phase and why a satis- 
factory ‘show down’ has been impossible. 


“Tf, in truth, California climate is acting as any special 
influence on growth, it must be acting constantly though 
slowly. Its effect should be accumulative year by year as 
the growing child lives longer and longer in California. 
We sought for evidence of such cumulative effect, and we 
have devised a method to measure it. For example: as- 
semble all the fifteen-year-old girls or boys in our schools 
who have been born outside the state; record for each one 
the date of coming to California; list these children in 
columns according to the number of years they have spent 
in California; in these columns set down the height of each 
child. We can now derive the average heights for each 
‘years in California’ group. You readily see that we now 
have figures that will reveal any effect of an environmental 
influence which has been operating during residence in 
California. We can now not only compare the heighis of 
the ‘five years in California’ with the ‘ten years in Cali- 
fornia’ group among fifteen-year-olds, but we can also 
compare each of these figures with the average heights of 
fifteen-year-olds who have been born in this State. 


“Such studies we have made not only on fifteen-year-olds, 
but on each age from six to seventeen years. Altogether 
we have records of some 25,000 white children who have 
been born elsewhere and on some 50,000 white children 
who have been born in California. 

“A detailed and critical analysis of these elaborate sta- 
tistical tables will be made in a scientific paper in an appro- 
priate place. At this time we are able to state that the 
average height of children of a given age born elsewhere 
than California is invariably less than the average height 
of California native-born children. Now consider the inter- 
relationship of the ‘several years in California’ groups into 
which the ‘born elsewhere’ children have been subdivided 
as above described. For the fifteen-year-olds, for example. 
there are three such ‘years in California’ groups. We find 
that the shortest children are in general those who have 
dwelt in California five years or less. Slightly taller is the 
group who have lived here six to ten years. The tallest 
of the three groups is the ‘eleven to fourteen years.’ Yet 
remember that taller than any of these three groups is the 
‘born in California’ average. And remember that we are 
dealing with averages and not individuals. It might well 
turn out to be a fact that the shortest fifteen-year-old in 
the California schools is a ‘native-born Californian’s’ grand- 
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son of a Forty-niner ; and that, towering among the tallest 
fifteen-year-olds is a youth only recently arrived from 
dingy Pittsburgh. These conditions might obtain without 
in any way reflecting on the statistical validity of our 
results. 

CONCLUSIONS 


“l. In the upper statures and ages of school children 
there is a definite increase in ratio of height to weight 
among California children. 

“2. Average weight for height in school children of lower 
statures and ages has not been altered by residence in 
California. 

“3. California school children of every age exceed in 
stature and weight any available published record of com- 
parable groups elsewhere. 

“4. California school children born in this state (1. ¢., 
native born) exceed in stature and weight California schoo! 
children born elsewhere of the same age. 

“5. There is a definite positive correlation between length 
of body and length of stay in California when recorded in 
‘five-year-periods’ within any school age.” 


“ASSOCIATED HOSPITAL SERVICE OF 
SOUTHERN CALIFORNIA”? 


LESS THAN THREE CENTS A DAY FOR HOSPITAL CARE 


When we are well the possibility that later we may have 
to go to a hospital seems remote. We forget that one family 
out of five on the average throughout the nation has a 
hospital case every year. If we knew in advance when we 
or a member of our family should go to a hospital, we might 
save enough to pay the bills, but usually there is no way of 
knowing this. 

There is a common-sense way of being constantly pre- 
pared for hospital costs. This is the three cents a day plan. 

Through this low cost plan, residents of Southern Cali- 
fornia may assure themselves of excellent hospital care in 
any one of more than twenty-eight member hospitals. 


WHAT THIS PLAN OFFERS YOU 


Every subscriber, including family members accepted hy 
the plan, is entitled to any or all of these services when his 
own doctor says he must go to a hospital : 

Hospital care for twenty-one days in one or more ad- 
missions each contract year. 


Semi-private accommodations (a bed in two-, three-, or 
four-bed room). 


General nursing care. 

Meals and services of dietitian. 

Routine medications and dressings. 

Casts, splints, intravenous medications. 

Surgery supplies and medications. 

Use of operating rooms. 

Use of cystoscopic rooms. 

Use of labor and birth rooms and care of mother and 
baby for twelve days (after waiting period and other pro- 
visions of subscriber’s contract). 

Private room upon the payment of the difference between 
$5 and the daily rate of the room selected. Subscribers 
selecting a private room are entitled to the above services 

The above listed services will be rendered for any illness 
or injury except Workmen’s Compensation Act. cases, 
tuberculosis, quarantinable disease, mental disorder or alco- 
holism (as outlined in subscriber’s contract). 


SERVICES NOT INCLUDED 


Services rendered by your physician or surgeon and his 
consultants or medical specialists and special private nurses 
are excluded. 

The plan does not include services for conditions resulting 
from pregnancy during the first year of enrollment. 

Out-patient services are not included. 


¥ This is the first corporation to start operations in Cali- 
fornia under the Nonprofit Hospitalization Law enacted by 
the last California Legislature (A. B. 1132). See item in 
CALIFORNIA AND WESTERN MEDICINE, December, 1937, on 
page 434. 
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HOW MUCH OF ORDINARY HOSPITAL SERVICES DO YOU 
RECEIVE IN CASE OF ILLNESS OR ACCIDENT? 


You receive practically all of these services without 
charge; the exception being those services rendered by 
medical specialists or consultants of your physician while 
you are in the hospital, such as the services of the physician 
administering the anesthetic, the roentgenologist and his 
technicians who make and interpret the x-ray films, the 
pathologist and his assistants who make and interpret the 
laboratory examinations. You pay these medical specialists 
for their services as you pay your attending physician, but 
you do not pay for the use of x-ray or laboratory rooms. 

SAFEGUARDS FOR YOUR PROTECTION 

The California State Insurance Commissioner has free 
access to the books of Associated Hospital Service of 
Southern California. Rates charged the subscriber are sub- 


ject to his approval. All contracting hospitals are approved 
by the State Department of Public Health. 


NONPROFIT 


Associated Hospital Service of Southern California is a 
nonprofit corporation organized for the benefit of the com- 
munity. 


VACATIONISTS OR TRAVELERS 

In case of accident or emergency illness while on vacation 
or while traveling outside of this area, benefits will be pro- 
vided, but the cost of such service will be met only to 


the extent of payment up to the amount paid to member 
hospitals. 


HOW TO JOIN 

It will be noted that applications are accepted only in 
groups. 

Enrollment in groups is necessary : 

1. Because there is no physical examination of applicants. 

2. So that the subscribers will represent a normal cross- 
section of the community, and the volume of hospital service 
they require will be no more than occurs annually among 
any average or normal group of persons. 

3. To prevent abuse and to equalize risks. 

Applications submitted individually cannot be accepted. 
Associated Hospital Service of Southern California will 
not form groups from individually submitted applications. 

WHO MAY JOIN 

Applicants must be: 

1. In good health. 

2. Ndét more than sixty-five years old. 

3. Residents of the area served by our member hospitals. 
_ Once a person’s application is accepted at the age of sixty- 
five or less, he may continue as a subscriber. 

The application form which every subscriber must sign 
contains the statement that he or she understands that the 
benefits of the plan do not apply if a definite need for hos- 
pital care is known at the time application is made. 


A NONPROFIT SERVICE 


This three cents a day community service is operated by 
the Associated Hospital Service of Southern California, a 
nonprofit corporation, organized under the provisions of 
a special act of the California State Legislature. 


WHEN SUBSCRIBER GETS SERVICE 

Accident or emergency illness: Immediately after your 
application has been accepted. 

Other illness or injury: Immediately after your appli- 
cation has been accepted. 

Hospital maternity care: Any time after husband and 
wife have been members for one year. 

You receive service as soon as your physician decides 
that you need bed care in a hospital. 


WHAT THIS COSTS YOU 


Rates have been so established that the plan will operate 
on a self-sustaining basis. The plan does not depend on new 
enrollments to provide financial soundness. 
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Subscription charges are as follows: 


1. Individual subscription, where 60 per cent of employees 
in a group are men. 


Monthly Quarterly Semiannually Annually 
$ .75 $2.60 $ 5.00 $ 9.00 
2. Individual subscription, other groups than above. 
Monthly Quarterly Semiannually Annually 
$ .85 $2.75 $ 5.30 $10.00 


3. Husband and wife. 
Monthly Quarterly Semiannually Annually 
$1.50 $4.70 $ 9.20 $18.00 
4. Husband, wife and all unmarried children under nine- 
teen years of age. 
Monthly Quarterly Semiannually Annually 
$2.00 $6.00 $12.20 $24.00 


Monthly payments are accepted only through payroll de- 
duction. Payments of the individual subscription rates 
except monthly may be made direct to Associated Hospital 
Service of Southern California by each subscriber upon 
written notice. An initial payment must accompany each 
application unless payroll deduction method is used. 


FAMILIES IN PAYROLL GROUP GET LOW RATE 


The seven cents a day service for whole families is avail- 
able only to groups, and is limited to husband and wife, 
one of whom must be employed by the organization, and 
to all of their unmarried children under nineteen. 


Other members of a family or household may enroll, pro- 
vided their applications are submitted at the same time by 
another member of the family or household who is an em- 
ployed subscriber. 


METHOD OF ENROLLMENT 


Each subscriber must sign an application form in dupli- 
cate made available through the codperation of the employer 
for persons employed in organized groups. Others may 
obtain such application forms direct from Associated Hos- 
pital Service of Southern California. Applications must be 
submitted by employed groups. 

Each subscriber will be furnished with a subscriber’s 
certificate setting forth the benefits and conditions of the 
plan and bearing the date on which the subscription agree- 
ment becomes effective. 

The subscription agreement with each subscriber covers 
the period of one year from its effective date, and from year 
to year thereafter, and does not mean a calendar year. The 
application of the subscriber and the subscriber’s certificate 
issued as evidence of the acceptance of such application 
constitute the agreement with the subscriber. 


OTHER FACTS YOU SHOULD KNOW ABOUT 
HOSPITAL PLAN 


Size of Organization Where You Work 


Less than twenty employees, but not less than five. 

In small groups as above 100 per cent of employees must 
enroll. 

Percentage of Group Required 

In organizations of twenty or more employees 40 to 60 
per cent must enroll, depending upon— 

(1) Total number of employees. 

(2) Percentage of women in the employed group. 


Group Enrollment Only 


(1) Individual subscribers are not taken. Everyone 
must enroll through employed groups. 

(2) Members of the family can join only at the time 
wage earner in family joins. 

(3) Monthly payments can be made only through your 
employer by payroll deduction method. 

(4) Direct payments to Associated Hospital Service of 
Southern California can be made on a quarterly, semi- 
annual or annual basis in advance. 

(5) Employees or members of their families wishing to 
join after a group has been organized can join only under 
the following provisions : 

(a) If they are new employees. 

(b) By physical examination (cost to be paid by ap- 
plicant). 

(c) Additions to families. 
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Range of Costs 


From 75 cents per month per individual to $2 a month 
for husband, wife and children. See schedule above. 


Other Family Members 


Members of family or household (other than wife or 
children), may join as individual subscribers by paying 
$2.75 quarterly ; $5.30 semiannually or $10 annually (in 
advance) direct to Associated Hospital Service of South- 
ern California. 

No High Pressure 


No agency or salesman is employed to solicit subscrip- 
tions ona commission basis. 


Hospital Plan Set-Up 


A fund is created from the regular and equal payments 
of subscription charges paid by subscribers, and is used 
for the sole purpose of paying their hospital bills. 


HOW YOU ENTER HOSPITAL 


When your doctor says you should go to the hospital, 

you and your doctor select a hospital where he is privileged 
to practice from Associated Hospital Service list of hospi- 
tals in Southern California. Your doctor will make the 
usual arrangements for your admission as a patient and 
when you arrive at the hospital you will give the hospital 
admitting officer your Associated Hospital Service identi- 
fication card. There will be no embarrassing questions. 
You will be admitted without delay. 

Only participating member hospitals are authorized to 
render service under this plan. Other hospitals may render 
such service only in event of accident or emergency illness 
occurring to the subscriber when more than fifty miles 
from a member hospital. 


ENDORSE MENTS 


Associated mes aly Service is endorsed and approved 
by the Los Angeles County Medical Association and the 
California Medical Association. It has the support of many 
large business organizations in Southern California. 
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Sacramento, Calif., March 2, 1938. 


R. E. Heerman, President, 
Associated Hospital Service of Southern California, 
525 Chamber of Commerce Bldg.. Los Angeles. 

Have just learned that you are now ready to operate 
under new legislation Assembly Bill 1,132 for group hos- 
pitalization in Southern California. This is a most worth- 
while service to the community and I congratulate you on 
being the first organization in California to operate under 
this law. 

Frank F. Merriam, 
Governor of California. 
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Los Angeles, March 2, 1938. 


Mr. R. E. Heerman, President, 

Associated Hospital Service of Southern California, 
los Angeles, California. 

Dear Mr. Heerman: 


It has come to my attention that the Associated Hospital 
Service of Southern California, which has been organized 
in California for group hospitalization, has received its 
permit to operate on this basis from the California Insur- 
ance Commissioner and the Los Angeles Chamber of Com- 
merce wishes to be one of the first to congratulate you and 
your organization upon this accomplishment. 

We believe that such an institution properly handled, as 
we feel confident yours will be, will go far toward provid- 
ing those facilities for individuals who in the past have not 
been able to obtain first-class and efficient hospitalization 
under competent hospital personnel. 

We wish you and your organization every success. 

Sincerely yours, 
Los Angeles Chamber of Commerce, 
W. S. Rosecrans, President. 
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HOSPITALS OFFERING SERVICE UNDER THREE-CENT PLAN 


Inspected and Certified by the State Department of 
Public Health 

Alhambra—Alhambra Hospital. 

Compton—Las Campaiias Hospital. 

Glendale—Physicians and Surgeons Hospital. 

Huntington Park—Mission Hospital. 

Inglewood—Centinela Hospital. 

La Jolla—Scripps Memorial Hospital. 

Loma Linda—Loma Linda Sanitarium and Hospital. 

Long Beach—Long Beach Community Hospital, Sea- 
side Memorial Hospital. 

Los Angeles—The California Hospital; Cedars of Le- 
banon Hospital; Hospital of the Good Samaritan; Methio- 
dist Hospital of Southern California; Presbyterian Hos- 
pital, Olmstead Memorial Hospital Lessee, Hollywood 
Hospital; Santa Fe Hospital; White Memorial Hospital. 

Orange—St. Joseph Hospital. 

Oxnard—St. John’s Hospital. 

Pasadena—Collis P. and Howard Huntington Memorial 
Hospital, St. Luke Hospital. 

Redlands—Redlands Community Hospital. 

Riverside—Riverside Community Hospital. 

San Diego—Mercy Hospital. 

San Pedro—San Pedro Hospital. 

Santa Barbara—Santa Barbara Cottage Hospital, St 
Francis Hospital. 

Santa Monica—Santa Monica Hospital. 

Torrance—Jared Sidney Torrance Memorial. 

Ventura—Foster Memorial Hospital. 
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Officers and directors: President, R. E. Heerman; Vice- 
President, W. H. Kiger, M.D.; Treasurer, Edward \. 
Pallette, M.D.; Secretary, Leonard K. Brown. 

Directors: Right Rev. T. J. O’Dwyer, Philips J. Ed- 
son, M.D., J. M. Burlew, M.D., Anna K. Vogler, Glenn E 
Myers, M.D., Roland Maxwell, Alice G. Henninger, Harry 
H. Wilson, M.D. 


Executive Director, L. B. Rogers, M.D.* 


SYPHILIS, A FORMER “HUSH-HUSH” 
DISEASE 


It has become commonplace to speak of syphilis in public 


these days. How strange! Only a few years ago it was 
strictly a hush-hush disease. This is a good sign, for the 
decks are now cleared for action and the attack may be 
launched with all its force. 

This was true about tuberculosis in the old days’ 
people stopped whispering “She’s got consumption. Isn't 
it a shame?” and openly declared “She has tuberculosis. 
It’s lucky she found out early,” then the great white plague 
began to fold up its tent. 

Surgeon-General Parran recently said he didn’t know 
which was the worst tragedy, an unwanted baby or a 
syphilitic baby. It is a difficult decision to make, but at 
least the unwanted child may have a healthy body, while 
the syphilitic child faces life with a serious physical or 
mental handicap. Doctors have found that an adult can 
be cured of acquired syphilis in virtually 100 per cent oi 
the cases if modern treatment is begun early and carried 
on long enough. But the child with congenital syphilis 
faces a much more gloomy outlook for the possibility of a 
cure. Congenital syphilis is much more resistant to treat- 
ment, and even at best a much lower percentage of cures 
can be achieved. However, with treatment, the condition 
of every child can be improved and destructive processes 
can be prevented or held in check. 

The great tragedy of congenital syphilis is that it doesn't 
need to occur. More than ninety babies out of one hundred 
with syphilitic mothers will be born free from sy phili s if 
their mothers begin treatment before the fifth mont! of 
pregnancy and keep it up. 

The difficulty is that mothers refuse to have the simple 
test and to take treatment if they are found to have syphilis, 
and many doctors do not give the test. What can be done? 
Mothers refuse because they think of a test for syphilis as 


When 


* Office is in the 


Chamber of Commerce Building, 1151 
South Broadway, 


Los Angeles. Telephone, PRospect 2579. 
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disgraceful. It is to them an insult by the doctor. They 
forget that much syphilis is acquired innocently. Perhaps 
they suspect syphilis and may wish to hide it, to their ever- 
lasting regret, if their child is born dead or diseased. 
Doctors too often do not ask their patients to have a test 
because they do not want to risk “hurt feelings.” Seven 
states have made a stab right at the heart of the problem 
‘and now require that all couples present a certificate show- 
ing freedom from syphilis before a marriage license is 
issued. There is one loophole, however, in this procedure. 
Syphilis may be acquired after marriage but before the 
children come along. The only safe method of preventing 
congenital syphilis is to test each pregnant woman as early 
in pregnancy as possible and at least before the fifth month, 
and, if she is found to have syphilis, to give continuous 
treatment until the baby is born. 

There is now pending before the New York State Legis- 
lature a bill requiring blood tests by law for expectant 
mothers as a protection against syphilis for them and their 
babies.* It has the backing of medical, civic, and health 
groups. If it passes, it should remove whatever stigma 
there is in the minds of mothers about taking a test for 
syphilis. Doctors need not apologize for asking their 
patients to have the test. All they need to say is “The law 
requires it for every mother.” 

Would not similar laws in all states be effective in sav- 
ing thousands of babies from the ravages of congenital 
syphilis? Those who are interested in this proposed legis- 
lation for their states may secure copies of the New York 
State bill from the Maternity Center Association. “Briefs” : 
Published by the Maternity Center Association, New York 
City. 


CALIFORNIA BIRTHS IN 1937 


There were 94,286 births registered in California last 
year, as compared with 84,460 in 1936, and 80,222 in 1935. 
The rates per thousand population were 14.4, 13.2, and 
12.8 respectively. The 1937 rate of 14.4 is the highest that 
has been recorded in recent years. There were 14,064 more 
births registered in 1937 than in 1935. This represents an 
increase of 17.5 per cent. 


While this increase in births is found in almost every 
community of the State, it is noticeable that in the San 
Joaquin Valley, where large numbers of migratory laborers 
have been present during the past two years, the increased 
number of births is particularly conspicuous. In the larger 
cities of the State, while the increase is noticeable, the rate 
of increase is not so great as that for the State as a whole. 
In San Francisco, Los Angeles, San Diego, Long Beach, 
Oakland, Sacramento, Pasadena, and Berkeley there were 
42,047 births last year as compared with 36,495 in 1935. 
This represents an increase of 6,152, or 16.8 per cent. In 
the eight counties of the San Joaquin Valley where migra- 
tory laborers have been present in large numbers (San 
Joaquin, Stanislaus, Merced, Madera, Fresno, Kings, Tu- 
lare, and Kern counties), there were 12,402 births regis- 
tered in 1937 as compared with 9,812 in 1935. This repre- 
sents an increase of 2,590 or 26.4 per cent in those counties. 


Births among members of the white race continued to 
show an increase in 1937. During that year, the percentage 
of white births was 82.3 per cent as compared with 80.8 
per cent in 1936 and 80.4 per cent in 1935. The proportion 
of Mexican births was slightly lower in 1937. In that year 
12.9 per cent of the total were Mexicans as compared with 
14.4 per cent in 1936 and 14.7 per cent in 1935. A similar 
reduction is noted in Japanese births and a slight increase 
is noted in the proportion of Negro births. Births among 
Indian, Chinese, and other races remain at stationary 
levels. Out of the 94,286 births registered last year, 77,576 
were whites, 12,173 Mexican, 1,534 Negro, 1,436 Japanese, 
242 Chinese, 436 Indian, 377 Filipino, and 212 of other 
races. 

The following table gives the number of births and the 
annual birth rate for the counties of California during the 
years, 1935, 1936, and 1937: 


BIRTHS BY COUNTIES 


1937 1936 1935 
Number Rate Number Rate Number Rate 
Totals 94,286 14.4 84,460 13.2 80,222 12.8 


*'This bill was passed and is now a New York law. 
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COUNTIES 
1937 1936 
Number Rate Number Rate 
6,939 13.: 5,937 11.5 
2  & ; 


1935 
Number Rate 
Alameda .... 
Alpine 2 
Amador 72 
IID Sects apcsansueee 705 

64 


66 7 
609 17.5 
60 10. 
163 15. 
940 10.6 
a3 + & 


Calaveras .......... 
Colusa. ........ ; 163 
Contra Costa....... 1,101 
et Norte:........... 71 
Eldorado 140 
Fresno 

Glenn ....... ‘ 
Humboldt -......... 
Imperial ....... 
Inyo 

Kern 

Kings ... 

Lake 

Lassen 

Los Angeles. 
PIII eisccnccnnencnne 
Marin ...... 
Mariposa ... 
Mendocino 
Merced 

Modoc . 

Mono ... 
Monterey 

Napa 

Nevada . 
Orange 

Placer . 
Plumas 
Riverside 
Sacramento 

San Benito..... 
San Bernardino 
San Diego . 

San Francisco. 
San Joaquin ...... 
San Luis Obispo 
San Mateo.......... 
Santa Barbara.. 
Santa Clara. 
Santa Cruz. 
Shasta ........ 
Sierra 

Siskiyou 

Solano ...... 
Sonoma .. 
Stanislaus 
Sutter 

Tehama 

Trinity 

Tulare 
Tuolumne 
Ventura . 
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Births by races for the years 1935, 


1936, 
as follows: 


and 1937 are 
1936 1935 

Per Per 
cent Number cent 
100.0 80,222 100.0 
White 7,576 82.3 38,24§ 80.8 64,508 
Negro a 1.6 305 1.6 1,247 
Indian 2 36 5 2% 0.5 401 
Chinese ........ 542 6 537 6 517 
Japanese ...... 36 

Mexican 

Filipino -....... 

CORED her scceses 


Per 
cent 
100.0 


Number 
Totals ......... 94,286 


Number 
84,460 


HOW ORGANIZED NURSING LOOKS 
UPON NURSING HOURS* 


Facts, Not Rumors Wanted—Last year the Nursing 
Information Bureau of the American Nurses’ Association 
adopted the policy of publishing a bulletin only when some- 
thing urgent and important needed to be broadcast to regis- 
tered nurses all over the country. Such a time seems to be 
here now! 


Rumors and rumblings about the eight-hour day, not 

enough nurses to care for the sick, not enough students for 
nursing schools, inadequate preparation for nursing jobs, 
and unskilled services of various kinds, permeate the atmo- 
sphere of the nursing world and are seeping into that of 
the general world as well. But are they based on facts? 
Actual data can be found in current literature. Here are 
some of them. 
*From The Bulletin, published for the American Nurses’ 
Association, the National League of Nursing Education, 
and the National Organization for Public Health Nursing. 
(Vol. 9, No. 1, December, 1937.) 
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The Eight-Hour Day Is Here to Stay.—Hospitals, one 
by one the country over, are discovering that eight-hour 
service means better nursing service for patients and a 
more contented nursing personnel. Evidence is the fact that 
calls for eight-hour service are going up in number, and 
calls for nurses for twelve-hour service are on the wane. 
By December, 1937, 899 hospitals throughout the United 
States reported to the American Nurses’ Association that 
they had adopted the eight-hour schedule for special nurses. 
This represents a steady increase in number since 1934, 
when only 278 had adopted it. 


Why this comparison with conditions in 1934? Because 
at the biennial convention of that year, the American 
Nurses’ Association proclaimed that, “In the interest of 
good nursing, we believe that nurses in caring for acutely 
ill persons should not be expected to work more than eight 
hours out of twenty-four.” Since then, through intensive 
field work rendered by the American Nurses’ Association 
headquarters staff, through the wide distribution of printed 
material, through illustrated talks and radio speeches, and 
through individual and group conferences, the American 
Nurses’ Association has carried on an active educational 
program in behalf of the eight-hour day. State nurses’ 
associations and their unit members have codperated with 
the American Nurses’ Association in this program and are 
pushing it forward so effectively that the combined efforts 
of national, state, and local groups are slowly but surely 
convincing all of the rightness of the eight-hour schedule. 


Factors Affecting Employment of Nurses: Increased 
Demand for Nursing Service—Between 1930 and 1935, 
the capacity of hospitals throughout the country increased 
by 119,270 beds.1 And, for the last twenty-seven years, the 
capacity of hospitals has been increased by an average of 
25,024 beds a year.? 

Since 1932 the number of hospitals with schools which 
employ graduate nurses for bedside care has increased by 
55 per cent.$ 

In 1934, according to registrars’ reports to American 
Nurses’ Association headquarters, 12 per cent of the nurses 
on call were unemployed all month; in 1936, only 2 per 
cent were unemployed all month.* 

Also, in 1934, 25 per cent of the nurses on call reported 
twenty or more days’employment a month; in 1936, 34 per 
cent were employed twenty days or more a month.* 


Economic Conditions—Calls for private duty nurses for 
eight-hour service have increased from a monthly average 
of 41.91 per cent in 1934, to 59.84 per cent in 1936; while 
calls for twelve-hour service have decreased from a monthly 
average of 47.70 per cent in 1934, to 32.27 per cent in 1936.5 

According to reports of registrars, “Registrants are un- 
willing to accept prevailing conditions of employment for 
general staff nursing.” ® 

Nearly half of the directors of nursing schools employ- 
ing general staff nurses who answered the National Infor- 
mation Bureau’s fall questionnaire, believe that “low sala- 
ries” are largely responsible for their difficulty in securing 
general staff nurses. Other factors given are: long or 
broken hours of work; unsatisfactory living conditions ; too 
heavy a load of work to permit good nursing.* 

According to Joint Vocational Service, “low salaries” 
are largely responsible, also, for difficulty in securing well- 
qualified nurses for supervisory, teaching, and executive 
positions in public health nursing. 


Staff Education Programs.—‘In only 50 per cent of the 
hospitals (reporting) are the general staff nurses given 
the opportunity to attend regular staff conferences and to 
participate in discussions about the conduct and procedures 
of the nursing service.” ? 


Basic Preparation of Nurses ——One of the requirements 
which nurses must meet in order to qualify for public health 


1J. A.M. A., p. 185B, June 5, 1937. 
2J. A.M. A., p. 1036, March 27, 1937. 
3 A. J. N., p. 1864, December, 1937. 
4A.J.N., p. 731, July, 1937. 

5 A. J. N., p. 471, May, 1937. 

6 A. J. N., p. 736, July, 1937. 

7A. J.N., p. 1865, December, 1937. 
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nursing positions, especially those created as a result of 
the Social Security Act, is : “Graduation from an accredited 
school of nursing connected with a hospital having a daily 
average of one hundred patients, or a minimum of fiity 
patients with one or more affiliations affording supplemen- 
tary preparation.” According to the League’s 1935 list of 
schools meeting the minimum requirements set by law in 
the states, 363 schools were connected with hospitals having 
a daily average of less than fifty patients and 833 witl 
hospitals having a daily average of less than one hundred 
patients. 

A requirement for registration imposed by law in some 
of the states is that applicants must have completed a 
course of instruction in nursing covering not less than 
thirty-six months. In most states where this three-year 
law obtains, nurses who have not had a full three-year 
course cannot make up the deficiency in time through post- 
graduate work. 


Do these factors which affect the employment of nurses 
hold true for your hospital, community, or state? 


Are There Enough Qualified Nurses?—According to 
reliable sources, not enough qualified nurses are available 
for existing nursing positions. Directors of hospital nurs- 
ing services report difficulty in securing a sufficient number 
of qualified nurses for general staff nursing positions.$ 

Registrars reported a one per cent increase in the number 
of unfilled calls in 1936 over 1935.9 

The recent census of public health nurses shows that 
at present the ratio of public health nurses to population is 
1:7000, while a desirable ratio is 1 :2000.1° 

Joint Vocational Service reports a dearth of public health 
nurses well qualified for supervisory and teaching positions 

These statements apply to the country as a whole. What 
is the situation in your community ? 


Fall 1937 Enrollments—The Nursing Information Bu- 
reau voices a large Thank you to all the directors of nursing 
schools who filled out and returned the questionnaires on 
fall enrollments in October. The findings from the ques- 
tionnaire appeared in the December issue of the American 
Journal of Nursing under the title, “Student and Graduate 
Nurses—Are There Enough?” In a nutshell, the findings 
are: 

1. More students enrolled in nursing schools in the fall 
of 1937 than in the fall of 1936. 

2. However, the increase in admissions, 1937 versus 1930, 
was only one per cent, compared with a five per cent in- 
crease, 1936 versus 1935. 

3. Nevertheless, 64 per cent of the schools were satisfied 
with the number of students enrolled; 36 per cent were not. 

4. Fifteen per cent of the students enrolled in 1937 have 
had one or more years of college work, compared with 
14 per cent in 1936. 

5. And approximately two-thirds of the students who 
have completed high school only stand in the upper third 
of their classes. 

6. Graduate staff nurses for general duty service are 
employed in 88 per cent of the hospitals connected with 
nursing schools which replied to the questionnaire. Their 
number totals approximately 20,500. In 1932, nearly two 
thirds of the schools did not employ even one graduate nurse 
for bedside nursing. 

7. In 55 per cent of these hospitals, directors of nursing 
services have experienced difficulty in securing qualified 
graduate staff nurses. In 45 per cent they have not. 

8. Subsidiary workers, in the form of ward attendants, 
helpers or aides, are employed in 71 per cent of the hospi- 
tals replying to the questionnaire. The actual number so 
employed in these institutions is 13,562. 


The Accrediting Committee Acts—The Committee on 
Accrediting of the National League of Nursing Education 
8 A. J. N., p. 1365, December, 1937. 
9A. J. N., p. 736, July, 1937. 
10 P, H. N., p. 651, November, 1937. 






May, 1938 


has swung into action. At a meeting of its Executive Com- 
mittee on October 30, it was decided that the coming year 
is to be spent developing accrediting criteria, testing their 
application in a limited number of representative schools, 
and making studies of the costs of surveys which are a 
necessary part of the committee’s work. The expense of 
this first year’s work will be borne by the Accrediting 
Committee.1! 

The central aim of the committee, of course, is “to stimu- 
late, through accrediting practices, the general improve- 
ment of nursing education and nursing practice in the 
United States.” Other aims include “helping those respon- 
sible for the administration of schools of nursing to improve 
their schools, publishing a list of accredited schools, and 
promoting interstate relationships in the professional regis- 
tration of nurses.” 11 


Excerpts from the Curriculum Guide—The Curriculum 
Guide for Schools of Nursing is proving itself a professional 
best seller. It was completed in July, and 4,000 copies of it 
have already been sold. This book may be purchased from 
the National League of Nursing Education, 50 West 
Fiftieth Street, New York City, for $3.50. 

What are its purposes and recommendations? Here are 
some of them: “The League’s primary objective in pre- 
paring and publishing its Curriculum has been to encourage 
schools to study their own educational problems and to 
provide guidance to those interested in revising or building 
curricula for their nursing schools.” 12 

Should nurses be trained or educated? The answer is 
for you to give. The Curriculum Guide states, however : 
“Training is a matter of fixing habits and skills by a process 
of repetition so that when a given situation presents itself 
a certain definite response will automatically result... . 
Where training methods predominate, the tendency is to 
emphasize obedience to the orders of others and to demand 
conformity to certain prescribed patterns of thought and 
behavior, to stress the practical utilitarian types of habits 
and skills, and to pay little attention to intellectual and 
social skills or to the development of personality. Edu- 
cation, as contrasted with training, is concerned with the 
growth of the whole individual. While it includes training 
and discipline, it emphasizes the control of habit by intelli- 
‘nce and the variation of responses to meet the demands 
each situation.” 13 
“If the main aim of nursing is to help the patient regain 
and maintain health ... and if in certain cases activities 
such as cleaning the room, bathing the patient, taking 
temperatures, and serving diets, can be carried on by a non- 
professional person in such a way as to achieve these re- 
sults satisfactorily, such duties should be assigned to those 
who can do them at the lowest cost commensurate with 
good results.” 14 


ge 
of 


CALIFORNIA STATE DEPARTMENT OF 
PUBLIC HEALTH 


Human Cases of Rabies*—Years 1936, 1937, 1938 


Taste 1.—Incidence of Rabies by Counties in California 


County 1937 
Imperial 


Kings 


1936 


Los Angeles 


Totals 


11 A. J. N., p. 1880, December, 1937. 


!2 A Curriculum Guide for Schools of Nursing, p. 5 (Fore- 
word). 


13 Ibid., pp. 30-31. 

14 Ibid., p. 26. 

*From the California 
Health. 

See also editorial comment in this issue, on page 308. 


* For the year 1938, figures are inclusive for the period 
lanuary 1 to April 16, 1938. 


State Department of Public 


From date of first case in year 1899. 
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Tape 2.—Distribution of Human Cases of Rabies by 
Counties 








Year Number 
1899 1 
1909 1 
1910 q 


Location 
Pasadena ee 
Holtville, Imperial County 
Los Angeles Lame Beaty 
Rivera, Los Angeles County 
1911 : Los Angeles 
Tulare County 
Santa Maria 
San Francisco 
Los Angeles 
Sacramento 
San Francisco 
Lincoln ; 
Newcastle 
San Bernardino 
Santa Rosa 
Oxnard 
Oakland 
Hanford 
Anaheim .... 
Santa Cruz 
Watsonville . 
Oakland 
Emeryville . 
Los Angeles Ae 
Bieber, Lassen County 
Fresno 
Stockton 
French Camp 
San Joaquin County (rural) 
Sacramento 
Tulare 
Antioch sehenlives 
Los Angeles 
Los Angeles 
Venice ; 
Los Angeles 
Tustin, Orange County 
Duarte, Los Angeles County 
San Bernardino 
Fresno County (rural) 
El Centro . 
Downey, Los Angeles 
Los Angeles 
Glendale 
South Gate, Los Angeles County 
Huntington Park 
Los Angeles County 
Santa Maria 
Pasadena 
Los Angeles .. 
La Crescenta, Los Angeles County 


1912 


Counts 


(rural) 


1928 


1929 Watts, Los Angeles County 
Lomita, Los Angeles County 
1930 Corona, Riverside County 
1931 é Fowler, Fresno County 

Los Angeles 

Glendale awe 

Le Grand, Merced County 


1932 


1933 
1934 
19385 
1936 
1937 


San Diego 
Los Angeles 
Calexico 

Los Angeles 
Altadena fj 
San Gabriel . 
Los Angeles 
Hanford 


1938 
(toApr. 16) 


1) 


TABLE 3.—Incidence of Rabies in City of Los Angeles 


To 
Apr. | 
1938 

Human cases (fiscal year) 

Human cases (calendar year) 

Animals 

Dogs (fiscal year) 

Dogs (calendar year) 

IE) cttalnancanst sebedctendas 

Cows eats 

Horses. .......... 

Racoons 

Mules 

Rabbits 


Total cases in animals (includes 
all above animals): 

For fiscal year........ “ 

For calendar yeav...... 
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TWENTY-FIVE YEARS AGOt 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. XI, No. 5, May, 1913 


‘rom Some Editorial Notes: 

Who Are Your Friends ?—There are a number of people 
who have been pretty good friends of yours; it is beside 
the question that they are working for their own reason- 
able profit. They have helped you to build up your JouRNAL 
and they make it possible for you to have a journal of the 
size and make-up of the State JouRNAL. Do you trade 
with your friends, other things being equal, or do you not? 
Did you ever stop to think that there is scarcely a thing 
that you need to buy, from green soap to groceries, from 
surgical instruments to sermons in print, and that there 33 
not an institution to which you may wish to send a patient, 
that is not advertised in your JouRNAL? If you do not be- 
lieve this—and there are always some who will not believe 
without evidence—just look carefully through the adver- 
tising pages and you will be convinced. In these pages your 
friends, your advertisers, present for your notice and at- 
tention a great variety of wares; all are good and reliable, 
or they would not be there. Recognize your friends when 
you see them and deal with them as they deal with you. 


7 7 7 


The Annual Meeting at Oakland.—The forty-third an- 
nual meeting of the State Society, held at Oakland April 15, 
16 and 17, was a great success. It is not possible to print 
all the reports, minutes, etc., in this issue of the JouRNAL, 
and so they will all be held back and the whole story will 
be printed in the June number. The registration was the 
largest in the history of the Society—618. 

The officers elected for the year are as follows: Presi- 
dent, F. C. E. Mattison, Pasadena; first vice-president, 
Barton J. Powell, Stockton; second vice-president, George 
Tucker, Riverside ; secretary, Philip Mills Jones, San Fran- 
cisco; councilors, George H. Kress, C. G. Kenyon, J. H. 
Parkinson, O. D. Hamlin. 


7 v7 7 


A Most Valuable Book—Beginning, some seven years 
ago, as a very small pamphlet, the afnual edition of “New 
and Nonofficial Remedies” has grown till the edition for 
1913 has indeed reached a most respectable size. It is a 
book that should be on the desk of every physician who 
ever writes a prescription. It is difficult enough, even with 
all the tremendously valuable work that the Council on 
Pharmacy and Chemistry of the American Medical As- 
sociation has done for us, to tell those remedies which are 
decently and honestly made and marketed from those that 
are not; it is impossible to do so without frequently con- 
sulting this book. 


7 7 oA 


On a New Kind of Surgical Literature —It is time that 
the eye of reprobation be more specifically directed toward 
a new and regrettable departure in surgical literature. Cer- 
tain publications have appeared in the near past whose pur- 
pose appears to be the exploiting of the surgical, and 
especially the operative skill of their authors, without per- 
mitting us to judge with any degree of certainty for 
ourselves of the quality of those virtues. Proclaiming them- 
selves greatly sired, these books are in nowise great. 


7 7 7 


The American Royal Colleae of Surgeons—J. B, M—In 
this fair month of May, in the good city of Washington, 
is to be held a most remarkable meeting for the purpose 
of conferring upon American surgeons (query: who—or 
what—is a surgeon?) a collection of letters indicative of 
some title, both title and string of letters being subjects 
for discussion. Martin (of Surgery, Gynecology and Ob- 


(Continued in Front Advertising Section, Page 19) 


+ This column strives to mirror the work and aims of 
colleagues who bore the brunt of Association work some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and new members. 
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News 


“Attorney-General U. S. Webb, in an opinion to Stat 
Insurance Commissioner Samuel Carpenter, today said that 
the National Protective Association of Los Angeles is tak- 
ing in members on a contract which violates a previous 
ruling that corporations cannot engage in the practice of 
medicine. ” (Sacramento Bee, March 24, 1938.) 


“The Association of Western Hospitals and the Western 
Conference of the Catholic Hospital Association were on 
record today in opposition to anticipated legislation which 
would force public hospitals supported by taxation to throw 
open their doors to any patient, regardless of his ability to 
pay for private hospitalization. (Oakland Tribune, 
March 4, 1938.) 


“A. I. Stewart of Pasadena is the new State Director vi 
Professional and Vocational Standards. His appointment 
to the $6,000 a year cabinet post was announced last night 
by Governor Frank F. Merriam, the statement describing 
the new state officer as a past president of the California 
League of Municipalities. Stewart will enter the Governor's 
cabinet as the successor of William G. Bonelli of Los An- 
geles, resigned to accept a Merriam appointment to the 
State Board of Equalization.” (Sacramento Bee, April 7, 


1938.) 


Report of the Investigation Department relates that 
Ernest George Wollenweber, M. D., said to have been a 
former practitioner of Iowa, recently pleaded guilty to one 
of four counts of violation of the Business and Professions 
Code and was sentenced to serve ninety days in the county 
jail and to pay a fine of $100, jail commitment being sus- 
pended, as well as $50 of the fine, on condition that he in 
future abstain from violating any of the laws of the State 
of California. He is reported to have come to this state 
and associated himself with a licensed California physician, 
without even the formality of applying for a license to prac- 
tice in this state. 


Recent reports from Topeka, Kansas, related that an 
impostor, known as J. Therman Steele (and with a host of 
aliases), had recently been imposing upon the medical prac- 
titioners of that state, issuing fraudulent checks. He was 
apprehended in Los Angeles, where the police found lh« 
had quite a criminal record, and has been returned to 
Topeka, Kansas, for trial. He is just another of the host 
of impostors who prey upon the medical profession by false 
claims of medical education and licensure. 


Olea Moreno, alias Cleopas O. Marino, recently charged 
in Imperial County with alleged violation of the Business 
and Professions Code, was said to have been imposing upon 
the inhabitants of Imperial County. Among his asserted 
credentials was a framed certificate bearing. the caption 
“International Spiritualist Union, Omaha, Nebraska.” This 
certificate was said to empower him to perform the mar- 
riage ceremony, conduct burial service, make reasonall¢ 
charge therefor, and “to exercise all other functions usually 
granted in the rite of ordination.” Our investigator re- 
ported “one case in which there is not ample evidenc« 
support it, is that of a Mexican woman, who suffered fr 
appendicitis. He ordered four people to hold this woma! 
over a flame, the flame touching her abdomen. This was 
said to have been done in his so-called temple. He said he 
would burn out the evil spirits.” 

(Continued in Front Advertising Section, Page 24) 


+ The office addresses of the California State Board o! 
Medical Examiners are printed in the roster on advertising 
page 6. 
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